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SPRING I9 
Irregular Uterine Hemorrhage. 
By WILFRED SHaw, M.A., M.B., B.Ch. (Cantab.), 
F.R.C.S. (Eng.). 
From the Department of Gynecology, St. Bartholomew's 
Hospital, London. 


In the child bearing period of life healthy women menstruate at 
regular intervals and apart from pregnancy and lactation it is 
the rule, with normal women, that this cycle is maintained from 
puberty until the menopause. The majority of gynecological 
patients seek medical advice for irregular vaginal haemorrhage 
and in many cases the cause of this abnormal hemorrhage is 
assigned to such pathological conditions as carcinoma of the 
cervix, carcinoma of the body of the uterus, uterine myomata, 
and uterine polypi, which can be demonstrated both clinically 
and anatomically. In a large number of cases although menstrual 
disturbances and abnormal uterine haemorrhage dominate the 
symptoms, gross physical abnormalities cannot be found and 
no satisfactory anatomical cause for the irregular hemorrhage 
can be discovered. 

These cases are frequently labelled with such terms as epi- 
menorrhoea, menostaxis, and metrorrhagia, which, although 
indicating the type of the irregular hemorrhage, offer no explan- 
ation of the cause of the abnormalities; or the cases are referred 
to as those of endometritis or of chronic metritis, although there 
is no direct evidence to show that true inflammatory lesions exist 
in the uterus. In such cases the pathology is adduced by a process 
of exclusion and in almost all, no definite evidence is brought 
forward to show that inflammatory reactions, comparable to those 
found elsewhere in the body, exist in the endometrium or myo- 
metrium. At the present day the fallacy of this method of reasoning 
is generally recognized, but as the cases are common and have 
been known for many years under these names, very little effort 
has been made to investigate their pathology. 

Nevertheless some remarkably good work has been done in 
the last 25 years, although most of it has not received the attention 
it deserves. The work of Hitschmann and Adler! was epoch 
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making in that it showed that the endometritis glandularis des- 
cribed by Ruge? had no pathological significance and that in 
such cases the histological appearances, which had previously 
been considered to be characteristic of an inflammatory process, 
were physiological cyclical changes of the endometrium in the 
premenstrual phase. Hitschmann and Adler also showed that 
by histological investigations a true endemetritis could be 
recognized with microscopical features parallel to those found 
in inflammatory conditions met with elsewhere in the body, and 
they indicated these characters and emphasized the clinical features 
of such cases. 

Since the work of Hitschmann and Adler, Schréder’s’ inves- 
tigations into the relationship between the ovarian and uterine 
cyclical changes have served not only to place the physiology of 
menstruation on a scientific basis, but to suggest that disorders 
of the menstrual functions may be determined by ovarian 
disturbances. Schréder* followed up this original work with a 
research into the etiology of the condition labelled by Matthews 
Duncan endometritis polyposa vel tuberosa vel fungosa and by 
Schréder and others metropathia hemorrhagica, in which it was 
proved that in this condition, associated disturbances of both 
ovaries and endometrium can be demonstrated. In this country 
Beckwith Whitehouse? in his Hunterian lectures and in succeeding 
publications has emphasized the correlation between ovarian and 
uterine abnormalities in cases of irregular uterine hemorrhage, 
and to him the credit is due of attacking the problems of the 
etiology by combining clinical, pathological and experimental 
investigations. 

With respect to the clinical condition termed chronic mettitis, 
it was shown by Fletcher Shaw,® in a research of outstanding 
merit because of the meticulous care with which the observations 
were made, that in the majority of cases called chronic metritis 
there was no evidence of a chronic inflammatory state of the 
myometrium. Subsequently, in view of the work of Goodall’ on 
the involution of the vessels of the puerperal uterus Fletcher Shaw 
concluded that the etiology of these cases should be attributed, 
in the majority of cases, to subinvolution changes in the vessels 
of the uterus. 

It will be indicated later that there is good reason to doubt 
the accuracy of these conclusions, and because of the unsatis- 
factory nature of our knowledge of the etiology of these cases 
of irregular uterine hemorrhage, in 1924, stimulated by the 
enthusiasm of the late Herbert Williamson I undertook a re- 
search into the pathology of these cases, and it is with the results 
of this work that this paper has to deal, 
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At the beginning of the work it was evident that as the 
functions of the uterus are to a great extent controlled by the 
ovaries, it was possible that cases of irregular uterine haemorrhage 
might be related to ovarian disturbances. It became apparent 
that relatively little was known of the normal relations between 
the ovaries and the uterus : Schréder’s work was almost unknown 
in this country and there was no accurate description of the follicle 
system of the ovary or of its interstitial cells. It seemed that 
further work was required, with the result that in a paper pub- 
lished in 1925° dealing with the normal physiological relationships, 
Schréder’s results were confirmed. It was clear that without the 
establishment of such a relationship, an investigation into the 
etiology of these cases would, from the purely scientific point of 
view, be unreliable. It was indicated at the time in this publi- 
cation that the main object of the research was to test the work 
of Schréder, so that if confirmed, it could be applied to the investi- 
gation of pathological forms of uterine haemorrhage. Subsequent 
papers on the follicle system,? the interstitial cells,!° the 
mechanism of ovulation," and ectopic decidual cells,!2 all had in 
view the object of forming a basis from which pathological 
departures could be recognized. A considerable amount of work 
was required but the interpretation of the results was relatively 
simple se far as the general principles were concerned, although it 
was found that there was small chance of offering explanations of 
the means by which these relations were controlled. With patho- 
logical conditions the difficulties are appallingly great and one is 
very conscious of the hopelessness of establishing any rigorous 
explanation at the present time. 


The work has consisted of a comparison of histological findings 
with the clinical aspect of the cases considered. No biochemical 
work has been done, for it is held very strongly that until reliable 
anatomical and micro-anatomical relationships wre first estab- 
lished, biochemical research into this problem must be of the 
nature of a shot in the dark. In short, an attempt will be made 
to explain cases of irregular uterine hemorrhage on the basis 
of the modern work on the correlation of the ovarian and uterine 
cyclical changes. It will be assumed that this modern view is 
accepted, for Schréder’s original work has been confirmed, and 
such authors as Meyer, Adler, Beckwith Whitehouse, Novak, 
Fraenkel, and Stoeckel now accept this conception, 

200 consecutive cases admitted to Hospital have been investi- 


gated. No casé with an obvious cause for the haemorrhage has 
been included, so that cases of carcinoma of the uterus, Fallopian 
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tubes, vagina and vulva, sarcomata, polypi, caruncles, vascular 
erosions, and senile vaginitis do not enter into this series. Some 
cases of fibroids are included, but, as will be seen later, they 
consist of those cases in which irregular hemorrhage has been 
present in the absence of fibroid polypi and submucous fibroids. 
The series therefore consists of those cases of irregular uterine 
hemorrhage in which there are no physical signs to explain the 
abnormal bleeding and which are usually referred to under the 
terms endometritis, chronic metritis, and delayed subinvolution. 
In every case the endometrium has been examined microscopically, 
and in a large number of cases the myometrium and ovaries as 
well. In addition, a careful record of the menstrual history has 
been made and extreme care has been taken to obtain minute 
details of menstrual disturbances and of ‘pregnancy and _ its 
complications. 

An attempt has been made to correlate the clinical side with 
the histological findings. It was decided that as the main object 
of the investigation was to assist the clinician in discriminating 
between the various forms of irregular uterine hzmorrhage, 
the grouping of cases should be based, if possible, upon clinical 
symptoms. Fortunately, and it should be stressed that this is 
the main result of the research, it was found that the various types 
could be grouped with a close approximation to accuracy from the 
clinical symptoms alone and this method of grouping will, in 
the majority of cases, be adopted. 

It will be appreciated that the research has been handicapped 
by a lack of material. Specimens of the endometrium have been 
easily obtained, but as the majority of cases respond extremely 
well to radiological treatment the number of specimens of uterus 
and ovaries that has been examined has been far less than 
one wished. In spite of this, the results that have been obtained 
at the present time justify their publication. 

It will be most convenient if a review is first given of our 
knowledge of the alterations that can be found in the endometrium 
in non-malignant conditions. This will be followed by a des- 
cription of the condition of the myometrium in the cases of 
irregular hamorrhage and subsequently the individual cases will 
be considered. 

THE ENDOMETRIUM. 

The earliest investigations on the pathological conditions of 
the endometrium followed the introduction of the curette into 
Gynecology by Récamier', for with the help of the curette 
‘“fungous and granulation-like pieces of endometrium ’’ were 
removed, and although the specimens on histological examination 
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frequently showed little, if any, departure from the normal, because 
—as Matthews Duncan would have put it—it was the fashion for 
there to be an *‘ inflammation system ”’ in gynzecology at the time, 
the conclusion was reached that the fungous condition of the 
endometrium was the result of an inflammation. At a later date, 
Rokitansky, as the result of a study of polypi of the endometrium 
ot the body of the uterus, concluded that such polypi were found in 
inflammatory conditions. Further, both Rokitansky and at a later 
date Scanzoni maintained that acute inflammations of the uterus 
became chronic and gave rise to an endometrium which was 
atrophied and scarred with fibrous tissue. In 1875, Olshausens,!4 
under the term Endometritis Fungosa, described with considerable 
accuracy the characters of the endometrium in the condition first 
observed by Récamier and at a later date the same condition was 
described by various authors under such terms as benign sarcoma, 
adenoma diffusum, and endometritis villosa. Matthews Duncan 
gives a remarkably good account of endometritis in ‘‘ Diseases of 
Women ”’ 1879, recording its association with typhoid fever, 
abortions, natural delivery, and accurately describing pyometra 
in women past the menopause. He also states that the type 
described by Récamier and Olshausens was, in his experience 
the commonest and best known form of endometritis and refers to 
it either as hemorrhagic endometritis or endometritis polyposa, 
vel tuberosa vel fungosa. As will be seen later Matthews Duncan's 
account of endometritis is remarkably accurate, for he clearly 
emphasizes the true infective nature of most of the cases, lays 
considerable stress on the fungous form and has little, if anything 
to say about an endometritis which produces irregular uterine 
hemorrhage in the absence of these two conditions. 

In 1879, Ruge,? as the result of an investigation into the 
micro-anatomical features of specimens of the endometrium. re- 
moved by curettage of the uterus, classified what he considered 
to be the abnormal forms into three main groups of ‘‘endometritis”’ 

(a) The interstitial form in which the stroma was infiltrated 
with round cells and leucocytes. 

(b) The glandular form in which the main alteration was 
seen in the glands, which were described as swollen and tortuous, 
The glandular endometritis group was further subdivided into 
the hypertrophic and the hyperplastic types. 

(c) The third group, termed the mixed form, comprised those 
cases in which changes of groups (a) and (b) were found together 

Ruge’s classification attracted considerable attention, tor the 
types were accurately described and when specimens of curettings 
were examined histologically they fell into the groups which he 
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had drawn up. For a long time the classification was accepted 
and if a specimen was obtained which belonged to one of the 
groups he had indicated, the patient was diagnosed as suffering 
from endometritis. The first opposition to the Ruge teaching 
resulted from the bacteriological examination of the endometrium 
in these cases, for it soon became evident that bacteria could not 
be demonstrated in all cases labelled endometritis either by culture 
from the cavity of the uterus or by histological examination of 
the endometrium. Further, although purulent endometritis fol- 
lowing abortion, puerperal sepsis, and gonorrhoea was easily 
explicable on clinical grounds and in such cases the endometrium 
displayed the features of Ruge’s interstitial endometritis type, it 
became difficult to associate the glandular endometritis form with 
any typical clinical class of case. In 1882, Brennecke!® suggested 
that the hyperplastic endometritis type of Ruge was not the result 
of an inflammation but was a true hyperplasia and went so far 
as to state that the changes in the endometrium were the result 
of ovarian abnormalities. In 18g1 Schmal!® stated dogmatically 
that diffuse hypertrophy of the endometrium was not the result 
of an inflammation and insisted that this condition should be 
strictly separated from cases of purulent endometritis. Schauta, 
as his pupil Adler has since pointed out, realized the difference 
between an endometritis which was the result of an infection, 
in which cases organisms could be demonstrated in the endome- 
trium, and hypertrophic and hyperplastic conditions of the 
endometrium. Although such views were clearly opposed to those 
of Ruge, little attention was paid to them, for it was undoubtedly 
true that Ruge’s groups could be demonstrated histologically and 
if no explanation of the glandular endometritis form was at hand 
other than that it represented the result of an inflammation, this 
view was certain to hold the field. 

It is interesting to note that the origin of the modern interpre- 
tation depends upon the observation of Hlitschmann, that the shape 
of the glands of the endometrium during menstruation closely 
resemble those of Opitz-Seitz in early pregnancy, and accurately 
correspond to the forms met with in Ruge’s endometritis glandu- 
laris hypertrophica. At this time Adler was investigating the 
minute histology of specimens of endometritis and observed that 
not only did the stroma cells of the endometrium closely resemble 
the round cells of inflammatory infiltrations, but that during 
menstruation an infiltration of the stroma with round cells and 
with leucocytes was the rule. He showed that the presence 
of plasma cells indicated a true inflammatory process and that 
such cells were absent in the menstruating endometrium, Subse- 
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quently Hitschmann and Adler joined forces and_ togethe 
produced the two publications on ‘‘ Endometritis ’’ in 1907! and 
on ‘‘ The Cyclical Changes of the Endometrium”’ in 1908! which 
revolutionized the whole conception of endometritis and perhaps 
more important still, diverted the attention of gynzcologists 
towards the fundamental physiological problems of the female 
generative organs. The well-known conclusions were admirably 
summarized as follows :— 

1. The group of cases called by Ruge, Endometritis Glandu- 
laris Hypertrophica) and Endometritis Glandularis 
Hyperplastica’ have no_ relationship whatsoever to 
inflammatory conditions of the endometrium. 

Endometritis Glandularis Hypertrophica of Ruge does 
not represent a pathological state of the endometrium : 
its characters are physiological and specific of the 
premenstrual condition of the endometrium. 

The Endometritis Glandularis Hyperplastica group of 
Ruge comprises cases in which the changes are normal 
to the premenstrual state and variations in glandular 
hyperplasia which are within normal physiological limits. 
In addition, this group includes cases in which there is 
a true glandular hyperplasia which is independent of an 
inflammatory process. 

There is only one form of true inflammatory endometritis 
and that is the interstitial, and the histological features 
of this form accurately correspond to those of inflam- 
matory conditions found in other organs of the body. 

Lastly, the importance of demonstrating plasma cells in cases 
of endometritis was emphasized. 

The classical work of Hitschmann and Adler merits the highest 
praise. Its success was determined by the scientific method in 
which the investigations were made. For the first time the structure 
of the endometrium at various phases of the menstrual cycle was 
deseribed and with this as a standard the variations from the 
normal could be recognized and their real significance appreciated. 
Perhaps the importance of the work is best realized by those whose 
duty it is to examine and report upon specimens of curettings. 
Without a knowledge of the work of Hitschmann and Adler, a 
true interpretation of the appearances is impossible. 

The original publications of Hitschmann and Adler resulted 
in the publication of a large amount of work on the histology 
of the endometrium, and, although at first there was some oppo- 
sition to their views, their principles have gradually become 
accepted. The publications of Schrider!’ on the changes in the 
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endometrium during the menstrual cycle, on the whole, show 
complete agreement, with the exception that Schroder indicated 
that during menstruation the whole of what he refers to as the 
functional portion of the endometrium, that is to say, the super- 
ficial and middle zones of the premenstrual endometrium, 
disintegrate and are shed. Schroder also confirmed the work on 
endometritis, elaborated the descriptions and correlated the men- 
strual disturbances with the changes found in the endometrium. 
The histological features of the endometrium during the menstrual 
cycle have been given in the English tongue by Novak,!* and 
‘by others’. 

It is not proposed at this stage to give a detailed account ot 
the various abnormalities of the endometrium, this will be reserved 
until later. The historical account that has been given above 
was intended to indicate the state of our knowledge at the present 
time of the appearances of the normal endometrium and of its 
features in endometritis. It was also intended to point out the 
confusion that has existed in the past about the conditions which 
have been called endometritis. 

If the historical side is analysed, it is clear that the confusion 
was based upon two factors, first and foremost an ignorance of 
physiology and of the physiological changes in the endometrium, 
and secondly upon Ruge’s work, which failed completely to 
associate the clinical aspect of the cases with the histological 
findings. If Ruge’s classification had not been based purely 
upon histology, it is tolerably certain that the confusion would 
not have arisen. For example, if one turns again to Mattiiews 
Duncan’s account of endometritis it is at once apparent that he 
clearly recognises two forms, one of purulent endometritis fol- 
lowing for example, gonorrhcea, septic abortion, or puerperal 
sepsis, the second a hemorrhagic endometritis which, as will be 
seen later, is of very great importance. This view, given in 
1879, closely corresponds to the modern conceptions, for there 
is no mention of any condition which can be accounted for 
clinically by an endometritis glandularis hypertrophica and if 
Matthews Duncan’s classification had been accepted instead of 
the bulk of gynecologists following Ruge and relying upon 
histology rather than clinical findings, few difficulties would 
have arisen. 

To sum up, the modern views on the pathological non-malig- 
nant conditions of the endometrium maintain that two main 
conditions can be demonstrated, the first a true inflammation with 
microscopical features comparable to those found in inflammatory 
lesions met with elsewhere in the body, the second a form of 
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hyperplasia corresponding to the endometritis polyposa of 
Récamier, Olshausens and Matthews Duncan. 

| have given this historical summary to indicate that if cases 
of irregular uterine haemorrhage are produced by lesions in the 
endometrium the cases should fall into one of the groups described 
above—unless other peculiarities are discovered. At the beginning 
of the work it was felt that very little evidence would be obtained 
to indicate that abnormalities in the endometrium alone were 
responsible for any great percentage of the cases of irregular 
uterine haemorrhage. Nevertheless, in all cases the examination 
of the endometrium has been made with care, for it was considered 
that apart from any local lesion, the endometrium, through the 
cyclical changes it displays, offers an estimate of the degree of 
ovarian activity. 

It is not out of place here to indicate the technique of examining 
the endometrium. Curettage should be performed with a sharp 
curette and care should be taken to remove as much of the 
endometrium as possible. It is essential that the deepest layers 
of the endometrium be curetted away, for if only the superficial 
layer is removed it may be impossible to arrive at any conclusions 
as to the state of the endometrium from an examination of this 
layer alone, so that an accurate diagnosis cannot be made. A 
flushing curette should be avoided, for one cannot hope to obtain 
satisfactory preparations if the pieces of endometrium are irri- 
gated away with such solutions as hot lysol. The tissue removed 
should be placed immediately in 96 per cent. spirit, kept in this 
solution for 12 hours, then placed in absolute alcohol for four 
hours, changing twice, cleared in xylol and then passed 
through soft wax and hard wax. The material should be kept in 
wax for six hours and finally imbedded in pure wax, Melting 
Point 58°C. Sections should be stained in Mayer’s hamalum and 
eosin. A good brand of hemalum is better than Ehrlich’s, 
Mann’s, or Harris’ hematoxylin for the endometrium. Similar 
remarks apply for the myometrium, but for the ovary Ehrlich’s 
hematoxylin is far better than any other brand. It should be 
made a routine to stain all preparations of the endometrium with 
Pappenheim’s stain. Unna’s modification is the best method 
to use. As Adler has pointed out, it is fundamental to use 
Pappenheim’s stain as a routine, and I am in absolute agreement 
with Adler in believing that the demonstration of plasma cells 
is the easiest and also the most reliable method of diagnosing 
inflammatory conditions of the endometrium: and such cells are 
found most easily with Pappenheim’s stain. The stain is quite 
simple to use, the only difficulty is to obtain a good preparation 
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of pyronin. I do not wish to imply that the demonstration of 
plasma cells is the only method of diagnosing endometritis, for 
the condition can be recognized with a hzmatoxylin and eosin 
preparation, but with this method very considerable experience 
is required and I am convinced that even then errors may be made. 
There are two common pitfalls, the first in the late premenstrual 
and in the menstrual phases of the cycle when an infiltration of 
the stroma with round cells and leucocytes is present normally ; 
in such cases plasma cells are not found in excess. The second 
is in the condition of hyperplasia of the lymphoid tissue of the 
endometrium. Nodules of lymphoid tissue are found in the 
normal endometrium and it is by no means uncommon to find a 
hyperplasia of this lymphoid tissue with a lymphocytic infiltration 
of the stroma. In such cases there is no excess of plasma cells 
and no leucocytic infiltration. In cases of endometritis, plasma 
celled infiltration is invariably present. The cyclical changes 
are best brought out by staining with haemalum and mucicarmine, 
but, if they are familiar, hamalum and eosin preparations suffice. 
For specimens of hyperplasia further technique is required and in 
my experience Giemsa’s method of staining gives the best results. 


THE MYOMETRIUM. 

The term chronic metritis was originally applied to a well 
recognized clinical condition, usually met with in women over 
the age of 40, with whom there are the characteristic symptoms of 
hemorrhage, backache and discharge. In such cases the uterus 
is smooth, usually slightly enlarged and when examined after 
removal, save that the wall of the uterus is thickened and more 
fibrous than normal and the vessels more prominent than in healthy 
uteri, no other abnormality is found on naked eye examination. 
The condition is very common and the severity of the symptoms 
calls for treatment. In consequence the disease was recognized a 
long time ago. It was believed, because of the fibrous consistence 
of the myometrium, that the disease was produced through a 
chronic inflammation of the uterus and in consequence the term 
chronic metritis was employed. No evidence, in the form of 
histological or bacteriological findings, to show that the changes 
in the myometrium were of an inflammatory nature, or the result 
of a past inflammation was brought forward. Other authors took 
the view that the features of the condition were due to a replace- 
ment of the muscle of the myometrium by fibrous tissue and that 
the latter prevented the efficient control of the uterine vessels 
during menstruation, with the result that menorrhagia occurred. 
The term fibrosis uteri was used for this class of case. Other 
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authors e.g. Pichevin and Petit,!® and Palmer Findley,” attributed 
the changes in the uterus to arteriosclerosis; other workers to 
the results of subinvolution, while some authorities, avoiding 
pathological work completely, grouped the cases under the term 
climacteric hemorrhages. 

This state of affairs was unsatisfactory, for the same clinical 
condition was being described under a variety of different head- 
ings and little advance was being made in determining its etiology. 
In 1907 Fletcher Shaw® published the results of an investigation 
of 45 uteri removed for the condition called chronic metritis, in 
a communication which should be considered in the same light 
as the contributions of Hitschmann and Adler—it is interesting 
to note that the publications were made in the same year—for 
just as Hitschmann and Adler got rid once and for all of the 
endometritis glandularis hypertrophica misconception, so did 
Fletcher Shaw revolutionize the outlook towards chronic metritis 
and showed conclusively that, in the majority of cases, no evidence 
of a chronic inflammatory condition of the myometrium could be 
demonstrated. The investigations were carried out with very 
great care and accuracy. Fletcher Shawconcluded that in ‘‘chronic 
metritis’’ there is no evidence of active inflammation as shown by 
small celled infiltration and cicatricial tissue. He showed that 
the uterus is invariably increased in size and concluded that 
‘chronic metritis is a simple hypertrophy of the mesometrium and 
is not a connective tissue hyperplasia.’’ Further, he showed that 
the percentage of connective tissue varied in different specimens of 
chronic metritis, but that similar and approximately equal vari- 
ations were found in normal uteri. From the results of an exam- 
ination of the vessels of the uterus he concluded ‘‘ it seems clear 
that the hemorrhage of chronic metritis does not depend upon 
changes in the vessel walls of the mesometrium.’” He pointed 
out that the average age of his cases was 38.3 and suggested that 
the condition arose as the result of chronic endometritis, or of 
pelvic disease which leads to increased uterine vascularity and 
contraction, e.g. fibroids, tubovarian inflammation, carcinoma 
and prolapse. 

Of these conclusions the most important were first, that an 
active or chronic inflammation of the mesometrium was not found 
in cases of chronic metritis and secondly, that the enlargement of 
the uterus was due to a hypertrophy of the mesometrium, probably 
through a hyperplasia of the muscle, and these conclusions alone 
were sufficient to place the pathology of chronic metritis on a 
different basis. 

As regards the work on the vessels, Fletcher Shaw also pointed 
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out that although changes were found in the vessels in some 
cases, similar changes were found in control specimens. He stated 
that in 55 per cent. of his cases normal vessels were found and 
as in these cases the symptoms of menorrhagia and irregular 
hemorrhage were present, he could not attribute the symptoms 
of the disease to any alteration in the vessels of the mesometrium. 

If one attempts to consider these results impartially it becomes 
evident that although they were of the greatest value in getting 
tid of the old misconceptions, they offered no explanation for the 
cause of the abnormal uterine hemorrhage. In 1906 Goodall 
and Gardner?! had communicated the results of an investigation 
into cases of chronic metritis and had attributed the symptoms to 
changes in the walls of the uterine vessels. In 1910, Goodall’ 
published his well known monograph on the involution changes 
of the vessels of the puerperal uterus. He suggested that one of 
the characteristic results of pregnancy is the production of 
elastic tissue around the vessels of the uterus, attributing this 
deposit of elastic tissue to a new vessel growing within the lumen 
of the old vessel during its involution, so that the internal elastic 
lamina of the old vessel subsequently lay outside the adventitia 
of the new. In a later publication he concluded that the main 
histological feature to be found in cases of chronic metritis was 
the presence of a large amount of elastic tissue around the vessels 
of the uterus. At a later date Fletcher Shaw,”? using Weigert’s 
method of demonstrating elastic tissue, came to he conclusion 
that in 95 per cent. of cases of chronic metritis the changes indi- 
cated by Goodall were found and Fletcher Shaw grouped these 
cases under the heading ‘delayed subinvolution,’ In four per cent. 
of cases a deposit of elastic tissue was not present and the enlarge- 
ment of the uterus was found to be due to a simple hypertrophy 
of the myometrium. In one per cent. only was there any evidence 
of the existence of a chronic inflammation of the myometrium. 
Since Fletcher Shaw’s publications Beckwith Whitehouse?? has 
brought forward evidence to show that syphilis plays some part 
in the etiology of these conditions, but beyond Beckwith White- 
house’s work there has been little if any opposition, in this country, 
to the later views of Fletcher Shaw. 

I should like to make perfectly clear that | have no criticism 
to make of the original work of Fletcher Shaw. It is with his 
views that are based on the work of Goodall that there is disagree- 
ment. Personally, I have always had difficulty in accepting 
the subinvolution view of chronic metritis and as more has 
become known of the intimate relations that exist between the 
ovaries and normal uterine haemorrhage, these objections have 
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become more and more evident. One of the main reasons is that 
in these cases one of the most common symptoms is an alteration 
in the menstrual cycle and at the present day it is difficult to 
believe that this can be determined by the amount of elastic tissue 
in the uterus. It seems much more probable that the disturbance 
of the menstrual cycle is linked up with ovarian abnormalities. 
Another objection is that the subinvolution explanation does not 
account for the excessive hemorrhage that occurs during menstrual 
bleeding. It is admitted by all that the control of hemorrhage 
after the second stage of labour and during the puerperium is 
brought about by the contraction of the muscle fibres of the uterus 
around the vessels, but it is very doubtful if this mechanism plays 
any part during menstruation, for the blood is not derived from 
large sinuses but from the capillaries and small vessels of the 
endometrium. Again, the symptom continuous hemorrhage is 
frequently met with in the cases now considered and it cannot be 
explained in any way by the elastic tissue content of the uterus. 
It is also difficult to account for the time of onset of the symptoms 
if cases of chronic metritis are due primarily to subinvolution 
changes in the uterus, for typically, though I admit by no 
means invariably, the symptoms arise many years after the last 
parturition. Further, such patients frequently suffer from a de- 
layed menopause and this again suggests an ovarian origin of the 
condition. There are also objections to Fletcher Shaw’s theory 
from the histological side. For example, Fletcher Shaw’s theory 
postulates that in cases in which the deposit of elastic tissue which 
he describes is found, the symptoms are accounted for by this 
excess of elastic tissue. It follows that all cases with this deposit 
of elastic tissue should suffer from the characteristic symptoms. 
This is by no means the case, as will be shown later, for many 
specimens have now been obtained from women who have com- 
plained either of no menstrual irregularity at all, or at any rate 
of none of the symptoms characteristic of the clinical condition 
called chronic metritis, in which the uteri have shown all the 
histological features typical of the subinvolution group of Fletcher 
Shaw. Another point that strikes one is that although in Fletcher 
Shaw’s classification all the patients had approximately the same 
symptoms, yet different pathological conditions were found to 
account for the same symptoms and physical signs. It might 
be suggested that the changes in the uteri were purely incidental 
and that the true cause of the symptoms was not explained. 

It should be pointed out here that in the cases of Chronic 
Metritis in Virgins described by Donald and Fletcher Shaw,*4 
which will be shown later to be of considerable importance, it is 
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clear that there is no relation between pregnancy and the etiology 
of this group of cases. Donald and Fletcher Shaw suggested that 
in these cases a primary change in the endometrium led to a sub- 
sequent hypertrophy of the myometrium, indicating that the 
pathology of this type of case is to be attributed primarily to the 
endometrium and not to the myometrium. 

I have already pointed out how at the commencement of this 
research it was necessary to confirm Schréder’s work and to 
investigate the histology of the normal human ovary. When the 
objections that | have indicated above to the present day views on 
the clinical condition called chronic metritis became evident, it 
was obvious that confirmation was required of Fletcher Shaw’s 
work. Even then the matter was not ended, for so much depended 
upon Goodall’s work on the involution of the vessels of the 
pregnant uterus. It became necessary, therefore, to test the work 
of Goodall before any conclusions could be drawn from my own 
investigations. With the results of this piece of work I must now 
deal. 


THE INVOLUTION CHANGES IN THE MYOMETRIUM OF THE 
PUERPERAL UTERUS. 

The literature on the histological features of the involution 
of the puerperal uterus can be obtained from Goodall’s monograph. 
As Goodall’s work forms the basis from which the present day 
views on chronic metritis have been evolved the main points of 
Goodall’s contribution will now be reviewed. 

Goodall contended that after each pregnancy the uterus renews 
all its arteries, the renewal always consisting of the building 
of a new vessel within the lumen of the old; that the walls of the 
old vessel slowly undergo destructive changes and are completely 
absorbed, so that in a young healthy parous woman the uterus 
may even return, in some exceptional cases, to resemble the virgin 
uterus. Under the influence of acute disease and other factors, 
the absorption of the walls of the old vessels may be incomplete. 
When the elastic tissue of the parent vessel remains in utero 
unabsorbed it undergoes either vitreous degeneration or hyper- 
trophy : the latter, unless disturbed by a subsequent pregnancy, 
will remain throughout the woman’s life and constitute the so- 
called sclerosis of pregnancy. 

Goodall employed the technique of staining with Weigert’s 
elastic tissue stain and van Gieson. The method serves to bring 
out very beautifully the micro-anatomical relations between elastic 
tissue, fibrous tissue, and plain muscle. It should, however, be 
used with care, for it is necessary to differentiate the sections 
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with absolute alcohol for as long as 24 hours after staining with 
Weigert, otherwise tissues other than elastic tissue take on the 
stain. Gorgeous histological preparations are obtained with this 
combination of stains and the variations in the elastic tissue con- 
tent of the uterus can be accurately studied, but it is held very 
strongly that quite erroneous impressions can be given by this 
method of staining and that simple hematoxylin and eosin 
preparations should always be employed to obtain a general picture 
of the changes that occur in the process of involution of the uterus. 

As controls I have examined 13 uteri from nulliparous women 
after the manner indicated above. Elastic tissue is, as pointed 
out by Goodall and Fletcher Shaw, found mainly in the internal 
elastic lamina of the arteries. There are a few elastic fibres in the 
media of both arteries and veins. Little elastic tissue is found 
in the adventitia of the vessels or in the tissues immediately 
surrounding them. In consequence the amount of elastic tissue 
in the virgin uterus is small. 

In these cases it was found that the proportion of fibrous tissue 
to muscle was as indicated by Fletcher Shaw, in most cases but 
not in all. In one case, from a patient who died with dementia 
precox, who had had amenorrhcea for a long time and in 
whom the ovaries were shrunken and atrophied, the proportion of 
fibrous tissue to muscle was much greater than normal. This 
relative excess of connective tissue was undoubtedly due to the 
atrophied state of the ovaries and corresponded to the conditions 
found in the postmenopausal uterus. 

Several other points may be mentioned here which deal with 
the distribution of the elastic tissue in the virgin uterus. If an 
artery is cut obliquely and the section examined, it is common to 
find the internal elastic lamina on one side of the vessel sharply 
defined, while on the other side it is irregular and may give the 
impression of being thicker than it really is, or it may even 
appear to be more than one layer thick. Secondly, elastic fibres 
are found in the outer layer of the wall of the virgin uterus among 
the connective tissue which surrounds the muscle bundles. This 
distribution is not found in the inner layers of the myometrium 
to the same degree although a few fibrils may be demonstrated 
in this situation. Thirdly, there is some alteration in the elastic 
tissue content of the uterus with age. In the 13 cases examined, 
the patients were between the ages of 20 and 42 and it was found 
that the elastic tissue content of the uterus was higher in the older 
patients. It is true that the differences were small but they were 
appreciable. In the uteri from the older patients more elastic 
tissue was found in the outer muscle zone of the myometrium, 
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in some places the internal elastic lamina of the arteries was more 
than one layer thick and the elastic tissue content of the media 
of both arteries and veins was increased. Elastic tissue was 
found in the connective tissue around the veins in a_ larger 
amount than was met with in young patients. In none of these 
cases was there any clinical evidence of arterio-sclerosis.. Beyond 
these observations the investigations served to confirm in every 
way the work of Fletcher Shaw and of Goodall on the elastic 
tissue content of the virgin uterus. 

The results of the investigation into the microscopical 
features of the involuting uterus will now be described. It will 
be remembered that Goodall’s paper dealt with the examination of 
six specimens of the puerperal uterus, obtained from women who 
died 44 hours, 5 days, 5 weeks, 8 weeks, 10 weeks and 10 months 
after delivery. The objection has been raised that the number ot 
cases investigated by Goodall was too few to warrant any dogmatic 
conclusions. I think that this objection has been needlessly 
stressed, for it is extremely difficult to obtain specimens of any 
kind of the puerperal uterus and it is very rarely indeed that it 
is possible to obtain a specimen by operation. If one examines 
the literature it is evident that only a small number of specimens 
of the involuting uterus have been described. I have succeeded 
in collecting 19 specimens of the puerperal uterus. Of these six 
were obtained within 24 hours after parturition. They are of no 
great importance and only one will be considered in detail. This 
leaves 14 specimens which will now be described. 

They were obtained as follows :— 

1 within 24 hours of parturition. 

1 on the roth day of the puerperium. 
2 on the 11th day of the puerperium. 
1 on the 26th day of the puerperium. 
6 on the 28th day of the puerperium. 
1 in the 6th week of the puerperium. 
1 four months after delivery. 


The last specimen is from the St. Bartholomew’s Hospital 
Museum. It is described as a specimen of subinvolution, but no 
history is available. The uterus corresponds in size to a uterus 
of the 10th day of the puerperium. 

The specimen obtained immediately after delivery was from 
a primipara and shows the condition of the uterus before involution 
has begun. The muscle cells are enormously hypertrophied, 
the muscle bundles are separated by loose areolar tissue which 
is infiltrated with round cells, At no place is there thrombosis 
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of the vessels. The elastic tissue content of the uterus is relatively 
the same as in the virgin uterus, but through being involved in 
the general hypertrophy it is actually increased in amount. It has 
the same distribution as in the virgin uterus. 

The next specimen shows the involution changes very beautifully. 
The first impression from an examination under low magnification 
is that the involution of the muscle cells has proceeded more 
rapidly than the involution of the vessels, for the latter are con- 
spicuous because of their size. Van Gieson preparations show 
that the muscle tissue has undergone considerable involution 
atrophy with the result that the impression is given that there is 
a relative increase in the amount of connective tissue in the uterus 
compared with the amount found in the specimen obtained 
immediately after delivery. Around the veins there is an absolute 
increase in the amount of connective tissue and in these areas 
the red connective tissue is a conspicuous feature. If the muscle 
cells are examined under high magnification they are found to 
have an irregular ill-defined cell outline, to stain feebly and 
irregularly and to have vacuolated protoplasm. Some muscle 
cells retain their hypertrophied state, being almost the size of the 
cells found at term: such cells stain brilliantly and are easily 
picked out. They are most plentiful around the large vessels 
but they are also found in the media of the large arteries. Such 
cells cannot be considered to be in a state of subinvolution for 
similar cells are found in the uterus at term. It is unknown what 
their significance may be, for they have no regular distribution 
and they are found in the specimens of later stages of the puer- 
perium. 

The elastic tissue content of the uterus is greater than that 
of the uterus at term. More elastic tissue is found around the 
veins of the middle zone of the myometrium and elastic tissue 
is also deposited in the connective tissue between the muscle 
bundles which lie in close proximity to the large veins. The 
origin of this elastic tissue is from the connective tissue cells 
which are present in this situation, for not only is the elastic 
tissue found scattered among the connective tissue fibres, but it 
is possible to find elastic fibres which seem to be continuous with 
connective tissue fibrils. The elastic tissue content of the arteries 
is also increased in amount, a deposition having occurred in the 
internal elastic lamina and in the media. 

The involution of the vessels will now be described. The 
specimen is important because there is no infection of the uterus, 
no suppurative thrombo-phlebitis, and the changes in the vessels 
are purely those of involution. The sinuses of the placental site 
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will be considered first. It must be pointed out that these sinuses 
are derived from the small vessels of the basal layer of the endo- 
metrium and of the subjacent myometrium. Some of these vessels 
are veins, others are arteries. It is usually impossible to distinguish 
which are derived from veins and which from arteries from an 
examination of the sinuses at this stage of involution, but there are 
differences in the methods of involution of sinuses which lie in 
close proximity, which can only be accounted for by supposing that 
some of the sinuses are derived from veins and that the others 
arise from arteries. Most of the sinuses are thrombosed, but 
away from the cavity of the uterus the lumina of some of the 
sinuses are free of thrombus. The walls of the sinuses are greatly 
thickened, and the tissues of the wall have undergone hyaline 
degeneration. Here, the cells have lost their outline and their 
protoplasm has fused to produce a structureless ring of tissue, of 
which with van Gieson the outer part stains pink while the inner 
stains yellow. The lumen of the sinus is reduced through the 
swelling and hyaline change in the wall of the sinus, for the 
thickened wall encroaches upon the lumen and reduces its calibre. 
With some sinuses elastic tissue is deposited in the connective 
tissue surrounding the sinus, in the other sinuses there is no 
deposit of elastic tissue. As it will be seen later, the former sinuses 
are probably produced from veins, the latter from small arteries. 

The changes in the arteries are as follows: —in no artery is 
a thrombus found, the endothelium is intact and. shows no alter- 
ations. Similar involution changes to those found in the muscle 
cells of the myometrium are present in the muscle cells of the 
media and hyaline change exists only to a slight degree. The 
elastic tissue of the media is increased in amount and the internal 
elastic lamina is thickened. In some vessels it is more than one 
layer thick and in such cases the layers are separated from each 
other by a considerable distance. The subendothelial layer of the 
arteries is almost invariably proliferated and this proliferation 
leads to an inward displacement of the endothelium with a conse- 
quent reduction in the size of the lumen and also to an apparent 
outward displacement of the internal elastic lamina. 

The changes in the veins are more complicated. Hyaline 
changes are seen in the media and adventitia, though not to be 
same degree as in the sinuses. Again there is a proliferation of 
the subintimal layer and again the lumen of the vein is reduced 
through this proliferation. Variations occur in the elastic tissue 
deposit in the veins and lead to difficulties in the interpretation 
of the appearances found. With the large veins and also the 
very small veins, elastic tissue is deposited to a considerable 
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degree both around the veins and in their adventitial layers, but 
only to a slight degree in the media. In the case of veins of 
medium size elastic tissue is deposited around the vein, in its 
adventitia, in its media, and in some cases a well marked internal 
elastic lamina is produced. 

The features displayed in this case may be summarized as 
follows. The involution of the vessels is slower than that of the 
muscle cells of the myometrium. The involution of the sinuses, 
veins, and arteries should be considered separately. In the case 
of the sinuses the main feature is a well-marked hyaline degenera- 
tion of the wall which leads to a reduction in the lumen of the 
sinus. With the arteries the dimensions are reduced through a 
granular atrophy of the muscle cells of the media, and the lumen 
of the vessel is reduced as a result of a proliferation of the sub- 
endothelial tissues. The internal elastic lamina is often split 
into layers and through the thickening of the subendothelial 
layer the impression is given that it is displaced outwards. 
Somewhat similar changes occur in the case of the veins, but the 
main feature of the involution of the veins is the deposit of 
elastic tissue around the veins and in their adventitial layers. 
The elastic tissue content of the whole uterus is increased above 
the amount present at term. It will be seen that in no case is 
there any evidence of a new vessel growing within the lumen of 
the old and this is immediately apparent if an ordinary hema- 
toxylin and eosin specimen is examined. 

The next specimen to be considered was obtained from a 
primipara who died from septicaemia on the 11th day of the 
puerperium. The endometrium is sloughing and there is extensive 
thrombo-phlebitis though there is no inflammatory reaction in the 
outer part of the wall of the uterus. If the two specimens already 
described are taken as representing the normal process of invo- 
lution, an examination of this specimen shows that the process 
of involution is delayed, for the muscle cells are larger than those 
of the specimen of the roth day, there is less vacuolation and 
the cell outlines are more regular. Less connective tissue has 
been deposited around the veins and the amount of elastic tissue 
in the whole uterus is not much greater than in the specimen 
obtained immediately after parturition. 

The sinuses of the placental site are larger and more con- 
spicuous than in the previous specimen and_ their involution 
changes, though exactly parallel to those already described in the 
previous specimen, are less advanced. In the outer part of the 
uterine wall the vessels correspond fairly accurately to those 
found in the uterus removed immediately after delivery. In the 





20 Journal of Obstetrics and Gynecology 


middle zone the vessels show involution changes to a minor degree, 
hyaline change in the media is not well seen and proliferation of 
the subendothelial tissues, though present, is not a marked feature. 
The large deeply staining muscle cells already described are more 
numerous than in the preceding specimen. ‘There is a well-marked 
difference between the involution changes of the two specimens just 
described although both correspond to almost the same phase of 
the puerperium, and one is forced to conclude that, perhaps because 
of the severe infection of the uterus in the second case, involu- 
tion is retarded and that the histological picture is one of 
subinvolution. This view is borne out by the macroscopical 
features of the specimen, but, but because of the extensive thrombo- 
phlebitis it is difficult to be certain to what degree the size of the 
uterus is due to this factor. It is evident that this conception of 
the histological features of subinvolution is different from that 
usually accepted. 

The next specimen was obtained from a primipara who died 
from septicemia on the 26th day of the puerperium. The muscle 
cells show similar involution changes to those described above, 
but involution is irregular, some cells remaining much larger 
and staining much better than others, even though the inflam- 
matory reaction of the endometritis has not spread deeply into 
the myometrium. The large deeply staining cells are seen again 
and as before can be readily identified in the media of the large 
arteries. 

The involution changes of the vessels are similar to those 
already described. Thrombosis is localized to the sinuses of the 
placental site with the exception of a few veins which are involved 
in the infective thrombo-phlebitis and which pass deeply into 
the myometrium. There is no thrombosis of the arteries and the 
endothelial lining of the arteries and veins is regular. Well 
marked hyaline change is seen in the walls of the sinuses and veins 
and to a slight degree in the walls of the arteries. With both 
veins and arteries there is proliferation of the subendothelial tissues 
which results in a reduction of the lumen of the vessels. Elastic 
tissue is deposited in the tissues around the veins, in their adven- 
titia, and in the connective tissue between the muscle bundles 
which lie in close proximity to large vessels. In the case of the 
arteries the internal elastic lamina is frequently split into layers 
and through the swelling of the subendothelial layer the impression 
is given that the internal elastic lamina is being displaced outwards. 

The next specimen was obtained from a primipara who died 
from puerperal insanity 6 weeks after an uncomplicated labour 
at term, The uterus is of normal size and the cut surface shows 
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the vessels that stand out prominently. The endometrium has under- 
gone complete involution and appears typical of the normal resting 
phase. The remarkable feature of the myometrium is the character 
of the vessels. Because of the great reduction in the size of the 
uterus, these vessels stand out prominently and it is at once evident 
that in the process of involution of the uterus the alterations in 
the vessels proceed much more slowly than is the case with the 
muscle cells of the myometrium, with the result that when 
examined microscopically the vessels appear crowded together 
so that several are seen in a single microscopical field. The muscle 
cells of the myometrium have returned to the form they possess in 
the non-pregnant state of the uterus, the individual fibres having 
been greatly reduced in size. Connective tissue is present in almost 
the same amount as in the virgin uterus, with the exception that 
around the vessels it is more plentiful. Elastic tissue is present in 
excess of that found in the virgin uterus even apart from its deposit 
in the vessels. Elastic tissue has been deposited in the outer layer ol 
the myometrium between the muscle bundles and it is also found 
in similar relations to the muscle cells in the middle zone of the 
myometrium, particularly in the neighbourhood of large vessels. 
It is plentifully deposited around the adventitia of the veins and 
to a less extent around the arteries. 

The most interesting changes are found in the vessels. It 
is easy to make out the situation of the placental site, for the 
remains of the sinuses can be readily distinguished. The sinuses 
are now represented by whorled and convoluted masses of hyaline 
tissue which with van Gieson, stain pink externally and yellow 
towards the lumen. (Fig. 1). A few of these masses of hyaline 
tissue are found in the endometrium. The remains of the sinuses 
require careful study. With haematoxylin and eosin preparations 
a small lumen lined by a complete layer of endothelium can be 
seen in the middle of these masses of hyaline tissue and these 
spaces correspond in size to the lumina of small veins which can 
be seen in the immediate vicinity. In Weigert and van Gieson 
preparations these masses on the whole stain yellow, but the sub- 
endothelial tissues are pink and there is a very large amount of pink 
staining tissue at the periphery. There is very little elastic tissue 
in these masses of hyaline tissue. If one proceeds away from the 
situation of the placental site it becomes evident at once that 
hyaline change in the vessels of the uterus is best seen in the 
vessels near this area. In the case of the small veins there is 
a large deposit of elastic tissue around them. In the case of 
the large veins the walls are enormously thickened and consist of 
a structureless mass of tissue which stains pink with van Gieson 
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and around the vessels of this size at this stage in the process of 
involution there is a large deposit of connective tissue. (Fig. 2). 
The subendothelial layer is thickened and the endothelium of the 
vein through being displaced inwards causes a reduction in the 
calibre of the lumen of the vessel. The outstanding feature of the 
muscle wall of the uterus at this stage is the presence of these 
veins with their enormously thickened walls surrounded by large 
masses of connective tissue. Little elastic tissue is found in the 
walls of these veins, it is deposited around them and this is best 
seen, as already indicated, in the case of the small veins. 

The lumina of the small arteries are reduced through a swelling 
of the subendothelial tissues. (Figs. 2 and 3). The internal elastic 
lamina is thickened and may be laminated. The elastic tissue 
content of the media is increased and at this stage elastic tissue 
may also be seen in the subendothelial layer. Fibrous tissue and 
to a less degree elastic tissue, is deposited around the walls of the 
arteries. (Fig. 2). Little if any hyaline change is observed in the 
media of any of the arteries of the uterus at this stage of involution. 
No thrombosis of any kind is present in this specimen. 

lf the specimen is compared with those obtained at earlier 
stages of the puerperium the following differences are observed. 
The involution of the muscle of the myometrium is more rapid 
than that of the vessels and by the 6th week of the puerperium the 
involution of the muscle cells and endometrium is complete. The 
elastic tissue content of the myometrium is increased through the 
deposit of elastic tissue between the muscle bundles in the neigh- 
bourhood of large vessels and also around the adventitia of the 
small veins. The elastic tissue content of the arteries is also 
increased, elastic tissue being deposited in the media, in the inter- 
nal elastic lamina, and in the subendothelial layer. Lamination of 
the internal elastic lamina of the arteries is not so common as in 
the specimen of the tith day. Hyaline change is particularly well 
marked in the media of the veins and a typical feature at this 
stage is the production of a large amount of connective tissue 
around the large veins. (Fig. 2). The lumina of the veins is 
reduced partly by the swelling of the media which pushes the 
intima inwards and partly by the swelling of the subendothelial 
laver. In all cases the endothelium is intact and unbroken, The 
involution of the wall of the arteries is brought about through an 
atrophy of the muscle cells of the media, and the reduction in the 
calibre of the lumen is determined by a swelling of the subendo- 
thelial layer. (Figs. 2 and 3). 

The next specimen was obtained by operation from a primi- 
para of 26, 4 months after delivery. The involution of the muscle 
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is complete and the vessels do not stand out so prominently as 
in the last case described. It was not found possible to identify 
the situation of the placental site in this specimen. The involution 
of the veins is also almost complete. The red connective tissue 
of the adventitia so conspicuous in the last specimen is not so 
prominent. Most of it has disappeared or has been replaced by 
elastic tissue. Elastic tissue is now found in large amount 
around the veins in addition to that found in their adventitia. 
No subendothelial swelling can be seen in the case of the veins. 
In the case of the arteries, swelling of the subendothelial tissues 
is seen only in a few cases, elsewhere the arrangement of the 
internal elastic lamina to the intima is the same as that found 
in the arteries of the virgin uterus. The elastic tissue content 
of the media of the arteries is slightly increased in amount and 
a little elastic tissue has been deposited in the connective tissue 
surrounding these vessels. The elastic tissue content of the 
myometrium proper of the uterus is greatly increased, for deposits 
have been made around and in the adventitia of the veins, between 
the muscle bundles of the myometrium—usually near some large 
vessels—and also in the media and internal elastic lamina of the 
arteries. 

The descriptions given above are from specimens which were 
all obtained from primiparz for it was found that in order to get 
an accurate survey of the histological changes in the uterus in 
the process of involution, the alterations should first be examined 
in the case of the involuting primiparous uterus. and afterwards 
such alterations should be followed up in specimens of uteri from 
women who had borne one child, before the changes in the involu- 
ting multiparous uterus could be accurately followed. 

Seven specimens from women who had given birth to only 
one child were then examined. In all cases more than two years 
had elapsed since parturition and all specimens were obtained 
from operation material. The outstanding difference between such 
uteri and the virgin uterus is the elastic tissue content. This tissue 
is found mainly around the veins and in their adventitial layers : 
it is also seen in the connective tissue around the arteries and in 
the connective tissue which lies between the muscle bundles found 
in the neighbourhood of the larger vessels. The elastic tissue 
content of the arteries is increased, but not to a great extent if 
compared with the amount deposited in the case of the veins. In 


all these seven cases there was no history of any abnormality in 
the puerperium, yet in no case had the elastic tissue content 
returned to the amount found in the virgin uterus; in all cases it 
was present in greater quantity. It is therefore concluded that 
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normally after parturition, in the process of involution of the 
uterus, elastic tissue is deposited around the veins, to a much less 
degree around and in the wall of the arteries, and also in fairly 
considerable quantity between the muscle bundles of the myome- 
trium in the region of the large vessels. (Figs 4 and 5). This 
deposit with this distribution is the result of pregnancy and 
there is no reason to doubt that with successive pregnancies 
more elastic tissue is deposited during each puerperium. This 
implies that normally the uterus of a woman who has_ borne 
many children, irrespective of whether she has had sepsis in 
the puerperium, contains a large amount of elastic tissue in 
the situations indicated above, and that the quantity of elastic 
lissue present varies directly with the parity of the woman. This 
hypothesis was then tested by examining specimens of uteri from 
multiparous patients, no regard being taken of the disease from 
which the patients were suffering or of the manner in which the 
specimens were obtained. Upwards of 30 specimens were examined, 
the uteri being taken from cases of carcinoma of the cervix, irregu- 
lar hemorrhage, pyometra, hamatometra and from the post-mortem 
room. In every case it was found that the hypothesis held good. 
Ihe deposit of elastic tissue was found to vary directly with the 
parity of the woman and to be completely independent of the 
disease from which she was suffering. Lastly, the deposit of a 
large amount of elastic tissue was never found in cases other than 
those from women who had borne a large number of children. 

lt must be emphasized very strongly indeed that unless this 
basis is taken, it is impossible to appreciate with any approach 
to accuracy the involution changes in the puerperal uterus of a 
multipara. If it is not realized, for example, that an involuting 
artery of a multiparous uterus is surrounded by elastic tissue 
which has been deposited during a previous puerperium, this 
rim of elastic tissue may be taken as representing the internal 
elastic lamina of a parent vessel and the true internal elastic lamina 
be mistaken tor that of a new vessel growing within the lumen of 
the old. (Figs 4 and 5). This mistake would only occur with 
specimens stained with Weigert and van Gieson, for a haematoxylin 
and eosin preparation would show at once the fallacy of this 
conception. 

It is not proposed to give a detailed account of the histological 
changes in the rest of the specimens of this series. All the other 
specimens were from multipara and identical changes to those 
already described in the case of the specimens of the primiparous 
uterus during involution were found. (Figs. 4 and 5). The inter- 


pretation was, as | have indicated above, much more difficult, so 
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much so that it is believed that a study of the process of involution 
in such uteri is almost impossible unless the characters of the 
involuting uterus of a primipara are familiar. 

The specimen of the subinvoluted uterus will now be described. 
Unfortunately there is no history available, no record of the 
confinement, of the patient’s symptoms or of the manner in which 
the specimen was obtained. All that can be said is that the 
specimen corresponds to what a subinvoluted uterus should look 
like. Microscopically, there is no endometritis, no thrombo- 
phlebitis, and there is no infiltration of the myometrium with 
inflammatory cells. The specimen is from a multipara. It shows 
very little involution of the muscle cells and little if any involution 
of the vessels and the changes are earlier than those of the toth day 
of the puerperium. The size of the uterus is determined by the 
dimensions of the muscle cells, which show very little reduction 
from the size of the muscle cells at term. Further description is 
unnecessary, for the specimen is obviously unreliable for a scientific 
investigation. It has been included in this series to indicate that 
in the condition of subinvolution, the size of the uterus is deter- 
mined not by any condition of the vessels but solely by a delayed 
involution of the muscle cells. This opinion has been already 
expressed during the descriptions of previous specimens. 

The results of this investigation into the involution of the 
puerperal uterus may now be summarized.  Involution of the 
muscle fibres proceeds more rapidly than that of the vessels and 
consists of a granular atrophy without a replacement fibrosis. 
Involution of the veins is brought about by a hyaline change in 
the media and adventitia which leads to considerable swelling of 
the wall of the vein. This enlargement of the wall leads to an 
encroachment upon the lumen of the vein and in consequence its 
calibre is reduced: this reduction is aided by a swelling of the 
subendothelial tissues of the vein. (Fig. 2). Later in the process 
of involution, elastic tissue is deposited in the adventitia and in 
the tissues surrounding the vein. In the case of the arteries the 
size of the vessel is reduced through a granular atrophy of the 
muscle fibres of the media and with the arteries little hyaline 
degeneration can be demonstrated in the vessel wall. This hyaline 
tissue is subsequently as in the case of the veins, completely absorbed 
with the exception of the nuclei. These remain and eventually 
become the nuclei of healthy muscle and connective tissue cells. 
The dimensions of the lumina of the arteries are reduced through 
a swelling of the subendothelial layer which pushes the intima 
inwards. (Fig. 3). The internal elastic lamina is frequently split 
into layers, (Fig. 4) and through the swelling of the subendothelial 
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layer, it may appear to be displaced outwards. (Fig. 3). At a later 
stage the internal elastic lamina returns to its old position. The 
amount of elastic tissue in the arteries is increased in the process 
of involution, the internal elastic lamina becomes thicker and 
may remain laminated; elastic tissue is deposited in the media 
and in the case of most arteries elastic tissue is deposited around 
the vessel wall. (Fig. 4). 

The elastic tissue content of the myometrium is increased, 
elastic tissue being deposited between the muscle bundles, particu- 
larly between those in the region of the large vessels. (Fig. 5). 
Connective tissue and also elastic tissue are deposited around the 
larger arteries and veins. 

The involution of the sinuses of the placental site is on the 
whole similar to that of the veins, with the exception that elastic 
tissue is not deposited to excess. Some of these sinuses are derived 
from small arteries, in which cases the arrangement of elastic 
tissue is the same as in the case of the large arteries, but in these 
cases well-marked hyaline changes also occur in the media and 
adventitia. The sinuses which are derived from small veins 
undergo involution changes comparable to those of the large veins. 

The deposit of elastic tissue should be considered as a physio- 
logical sclerosis of both vessels and myometrium as the result of 
childbirth, It is repeated during each puerperium, so that the uterus 
of a healthy multipara normally contains a large amount of elastic 
tissue in the situations indicated above and the amount present 
varies directly with the parity of the woman. 

The condition subinvolution is produced through a temporary 
inhibition of the normal granular atrophy of the muscle fibres of 
the myometrium and in some cases, though not in all, it is 
associated with an endometritis and myometritis. 

There is no reason to believe that subinvolution controls in 
any way the deposit of elastic tissue in the wall of the uterus. 

In the description that has been given above, reference to 
Goodall’s work has been avoided. Extreme care has been taken 
in investigating the specimens. It is realized that the views ex- 
pressed differ in almost every respect from those of Goodall and 
as his doctrine is almost universally accepted in this country and 
any contradiction of it would call forth a vigorous protest, the 
publication of my own descriptions was not undertaken without a 
full consciousness of the gravity of the contradiction it contains. 
Some general criticisms of Goodall’s work may be given here. 
Although the number of cases he investigated was small, the main 
omission was the failure to distinguish between the involution 
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of the multiparous and primiparous uterus. If this had been done 
and ‘if it had been realized that elastic tissue is found normally 
around the vessels of the multiparous uterus, Goodall would not 
have reached the conclusions at which he arrived. Further, the 
case for the Weigert—van Gieson technique was overstated, for 
hematoxylin and eosin preparations would have shown at once 
that there is no suggestion in the case of the arteries and veins of 
a new vessel growing within the lumen of the old. My own view 
is that the main error of Goodall’s work was based upon his 
investigation of the involution of the sinuses of the placental site, 
for with these sinuses the production of hyaline tissue in the 
walls, with its subsequent distortion, leads to considerable difficulty 
in the interpretation of their involution, unless it is realized that 
some sinuses are derived from small veins and others from small 
arteries. A comparison with the vessels in the immediate vicinity 
should have offered the correct solution. Detailed criticism of 
Goodall’s work would be far too long to be of interest, for it is 
clear that my descriptions differ in almost every respect from those 
of Goodall and no purpose would be served. 

If the account that has been given above be accepted, it follows 
that the view of Fletcher Shaw regarding the subinvolution form 
of chronic metritis cannot be upheld, for the histological appear- 
ances in the myometrium of such cases are now regarded as 
being normal to the uteri of women who have borne a large number 
of children. It is further considered that the presence of a large 
amount of elastic tissue in the uterus is no index whatsoever of 
subinvolution changes. It has been indicated above that such 
changes are invariably present in the uteri of multiparz, the 
amount present varying with the parity of the woman and being 
present irrespective of the disease from which the patient was 
suffering. Again, such changes have been found in the uteri of 
women who have had none of the symptoms of chronic metritis 
and some specimens have been obtained from women who had no 
gynzecological symptoms whatsoever. 

Consequently the theoretical considerations that I outlined 
at the beginning of this section combined with the results of the 
researches described above, lead to the conclusion that the usually 
accepted views of the pathology of the clinical condition called 
chronic metritis are probably erroneous. The account of the 
condition termed chronic endometritis was also of the nature of 
an essay in destructive criticism and attention must now be diverted 
towards constructing a new method of classifying the cases called 
chronic endometritis and metritis. For this purpose the 200 cases 


mentioned at the beginning of this paper have been investigated. 
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Group I. METROPATHIA H.&MORRHAGICA. 

Of the 200 cases 53, or approximately 25 per cent. were 
suffering from the condition called by Schréder Metropathia 
Hemorrhagica. The incidence of this disease warrants a careful 
description of its symptoms, signs and pathology, particularly as 
the condition has received scant attention in this country, although 
it has been recognized for nearly a century under such terms as 
endometritis polyposa, villosa, fungosa, or cystica. The condition 
in which the endometrium of the uterus is thick and polypoid was 
recognized by Récamier and described in detail by Olshausens 
in 1875'4 under the term endometritis fungosa. It was referred 
to by Bischoff under the name adenoma diffusum and was grouped 
by Ruge in his classification as endometritis glandularis hyper- 
plastica. Matthews Duncan was acquainted with the condition, 
considered that it was not uncommon and, as I have already 
mentioned, used the terms endometritis heemorrhagica and endo- 
metritis polyposa vel tuberosa vel fungosa to indicate the 
peculiarities of the endometrium. Brennecke and Schmal at a 
later date described the changes in the endometrium and the 
former brought forward evidence to show that the condition in 
the endometrium was related to disturbances of the process of 
ovulation. The state of the endometrium in this disease was 
recognized by Hitschmann and Adler though its importance was 
overshadowed at the time by the revolutionary doctrine of the 
cyclical alterations of the endometrium. The histological features 
of the endometrium have since been described by Meyer, 
Schréder,*> and more recently by Babes,?® Novak,?’ and Runge.”® 

As a result of the work of Hitschmann and Adler it became 
apparent that the changes in the endometrium in this disease were 
not the result of an infection and in consequence the etiology 
of the condition was attacked from another standpoint. The 
relation to ovarian disturbances had been suggested by Brennecke!® 
as early as 1882 and this view was corroborated to some extent by 
the work of Aschoff, Pankow,?® and the Freiberg school, who, 
by pointing out that irregular uterine haemorrhage might be 
observed in cases in which no gross physical abnormality was 
found in the uterus, had suggested the term metropathia to 
designate these conditions. In 1912, Polzl*° proved that in four 
cases in which a polypoidal condition of the endometrium was 
present, the ovaries were abnormal in that they contained no corpus 
luteum and in that they were riddled with cystic follicles. Similarly, 
Adler?! showed that in five cases in which a bleeding endometrium 
was demonstrated, no corpus luteum was present in the ovaries 
although cystic follicles were found. The most important con- 
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tributions to the study of this disease have come from Schréder 
who, in 1915 and in 191g gave masterly descriptions of its micro- 
anatomical characters and clinical features and showed conclusively 
that the peculiarities of the endometrium were associated with 
characteristic changes in the ovaries. He showed that the ovaries 
contained no recent corpus luteum and that invariably a cystic 
ripening follicle was present. This cyst was in most cases single 
but in some cases several such cysts could be demonstrated. 
Schréder suggested the name Metropathia Hzmorrhagica for 
the disease and interpreted its etiology by assuming a primary 
ovarian disturbance which led to the failure of the ripening follicle 
to rupture and to form a corpus luteum. The persistence of the 
ripening follicle was considered to cause the hyperplastic state 
of the endometrium. The destructive changes in the endome- 
trium and the consequent hemorrhage were attributed to 
thrombosis and stasis in its capillaries. 

It will be seen subsequently that the cases described by Donald 
and Fletcher Shaw under the term Chronic Metritis in Virgins 
belong to this group. The pioneer work of Schréder has received 
confirmation in its general principles from Novak and Martzloff,” 
Babes?® and Runge,?* and Schréder in his recent contribution 
in the Veit Stoeckel Handbook of Gynecology, has given an up 
to date account of the disease. 

The account that is given below has been made from the 53 
cases that are included in this series of cases of irregular uterine 
hemorrhage, and it will be seen that my views of the disease are 
in some ways different from those of Schréder. 

In 18 of the 53 cases the uterus was removed by operation. In 
nine of these cases the uterus was of normal size, the myometrium 
healthy and no fibroids were present. Three of the nine patients 
were nulliparz and in these cases there was no excess of elastic 
tissue in the wall of the uterus. The other six were multiparz and 
the elastic tissue content of the uterus corresponded to that found 
in the multiparous uterus. In one case the woman had borne seven 
children and in this case a large amount of elastic tissue was found 
in the uterine wall. If the nine cases are considered together it 
can be said that to the naked eye and also microscopically the 
myometrium appeared normal and there was no characteristic 
deposit of elastic tissue, the amount present varying with the 
parity of the patient. In the remaining nine cases the uterus was 
larger than normal but in only two of these cases was the enlarge- 
ment due to fibroids: in the remaining seven cases the 
enlargement was due to myohyperplasia. This was proved by 
histological examination ; there was in addition no evidence of a 
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hypertrophy of the muscle cells of the uterus. In the two cases 
in which fibroids were found, in one case five interstitial fibroids 
were present, the largest being 2 inches in diameter, in the other 
case a few small interstitial fibroids were found. Of the remaining 
seven cases, in five a few seedling fibroids only could be demon- 
strated in the wall of the uterus. The largest uterus obtained was 
from a nullipara of 27; it was four times the normal size and the 
enlargement of the uterus was symmetrical. In all the 18 cases 
the myometrium was healthy, no myometritis was found and save 
for the presence of fibroids in the few cases mentioned above and 
the myohyperplasia its condition was described as normal. 

From these figures it is concluded that in 50 per cent. of cases 
of this disease the uterus is symmetrically enlarged. In two out 
of the 18 cases, 7.e. in tf per cent. of cases, fibroids were found, 
if the cases of seedling fibroids are not included. These results 
were obtained as the result of examining the uterus after removal 
and they are emphasized because the method of examination is 
more reliable and accurate in determining the size, shape and 
features of the uterus in these cases than purely clinical methods 
afford. 

The appearances of the endometrium have been recognized for 
many vears under such terms as polypoid endometritis and fungous 
endometritis. The endometrium is much thicker than normal, it 
may be as much as half an inch in thickness, it is irregular, with 
polypoidal and sessile protrusions into the cavity of the uterus, 
(Fig. 6). These are very vascular and ooze blood. It must not 
be assumed that all cases which show a thick vascular endometrium 
belong to this group. It is not uncommon to find cases in which 
the endometrium is hypertrophied and vascular, but which are not 
of this type. The great characteristic in this disease is that the 
endometrium is polypoidal with long purple pedunculated processes 
projecting downwards towards the internal os. The condition is 
distinguished from carcinoma of the body of the uterus by the 
intense hyperemia of the projections, by the absence of purulent 
discharge and of any invasion of the wall of the uterus. 

In 17 out of the 18 cases the polypoidal condition was spread 
diffusely over the endometrium and in only one case was it localized. 
In this case it was confined to the fundus of the uterus and it was 
in this case that the five fibroids were found. In no case was there 
any alteration in the mucous membrane of the cervical canal, the 
polypoidal condition being limited to the endometrium of the body 
of the uterus. 

The histological features of the endometrium in these cases are 
verv characteristic and although the main features are well known, 
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there are several peculiarities that may be pointed out. The account 
given below is made from the examination of the endometrium of 
all 53 cases. 

The surface epithelium of the endometrium is high columnar 
in type, but the epithelium is irregularly distributed because of 
the areas of disintegration which form so well marked a feature in 
these cases. The most typical of the characters of the glands is 
cystic dilatation, (Fig. 7), which may be so well marked that the 
cysts can be recognized with the naked eye. The cystically dilated 
glands lie mainly in the middle zone of the endometrium, (Fig. 10), 
and on the whole their distribution is such that where large cysts 
are present disintegration is slight, though this is not found invari- 
ably. The lining epithelium of the cystic spaces varies in form : 
on the whole it is high columnar but in places it is cubical and 
sometimes it is flattened. Not uncommonly the epithelium is more 
than one layer thick and it may be heaped up to form small papillz 
(Fig. 8). It is not uncommon to find a few goblet cells scattered 
among these epithelial cells, (Fig. 8). The inner border of the 
epithelial lining of these cystic spaces is irregular and frequently 
the protoplasm of the cells merges into the coagulated secretion 
which can be demonstrated in the cavity. Spherical droplets of 
secretion are found in the lumina of the cysts and in some cases 
large richly eosinophile globules can be seen. In addition, cells 
are found in the cystic spaces. The cells are very characteristic, 
those predominating are large, rich in coarsely granular proto- 
plasm, round or oval in shape with an irregular outline and some- 
iimes containing more than one nucleus, (Fig. 8). It is not known 
with certainty how such cells reach the lumen of the cystic spaces ; 
probably they are degenerate epithelial cells which are cast off 
into the cavity of the gland. Similar cells are met with in the 
breast in cases of chronic interstitial mastitis and in the prostate 
in cases of prostatic hypertrophy. Leucocytes are also found in 
the cavity of the glands. It is believed that the presence of such 
cells in the alveoli of the cystic glands is one of the most constant 
features of the histological characters of the endometrium in 
this condition. Although found most typically in the cystically 
dilated glands the cells are also found in glands which are not 
dilated, but not so frequently or in such number. 

The majority of the other glands of the endometrium are 
hyperplastic in the true sense of the term, for they are increased 
in number, their cells are high columnar in type, and in places 
the epithelium is more than one layer thick. The hyperplasia of 
the glands may be very well marked; in the cases examined it was 
found that the glandular hyperplasia was best seen in specimens 
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from young patients and in some cases it attained such a degree 
that it was evident that there was much to be said for the old 
term adenoma diffusum, (Fig. 9). The glands may be greatly in- 
creased in number, packed closely together, with high columnar 
epithelium of which the nuclei are tall and oval in shape, and 
displaced away from the basement membrane into the middle of the 
cells. The inner border of the cells is irregular and merges into 
the coagulated secretion of the cavity of the glands. 

The stroma consists of spindle cells with large nuclei which 
are packed closely together, (Figs. 7 and 8). I have not employed 
the Bielschowsky technique, but Babes, Meyer and Schréder have 
shown that ‘gitterfasern’ are found very typically in the stroma of 
the endometrium of these cases. On the whole, the endometrium 
is very hyperzemic and the vascularity is best seen in the neigh- 
bourhood of the areas of disintegration, although it may not be 
a well-marked feature in the region of the hyperplastic glands. 
Around the areas of disintegration there is always intense hyper- 
emia, large dilated capillaries and interstitial haemorrhages being 
found, and these microscopical features explain the intensely injected 
appearance which the endometrium offers to the naked eye. (Edema 
of the stroma which results in wide separation of the stroma cells 
is constantly found and again it is best seen adjacent to the areas of 
disintegration. 

The areas of disintegration which together with the cystically 
dilated glands form the most characteristic features of the endo- 
metrium in this disease, are found most frequently in the superficial 
layer, (Fig. 10). Small isolated areas are commonly seen in the 
middle zone, but they are not met with in the basal layer. Inter- 
stitial hemorrhage is constantly found around the areas of disin- 
tegration in the superficial layer, while in the middle zone such 
areas may be surrounded by cedema only. The histological 
peculiarities of the process of disintegration may be obtained from 
a study of the features it presents in its earliest stages. It appears 
that the change may involve both glands and stroma simultaneously 
and independently, for local areas affecting glands or stroma 
separately are frequently seen. The early changes in the glands 
are as follows, (Fig. 11). The epithelial cells become swollen and 
vacuolated and separating from their basement membrane are dis- 
placed into the lumen of the gland. This process may involve 
either the cystically dilated glands or the simple tubules. In these 
areas there is an infiltration with leucocytes, but round cells are 
few. In the case of the small areas of disintegration in the stroma, 
the most noticeable feature is a local oedema which causes a wide 
separation of the stroma cells, associated with a lymphocytic infil- 
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tration. Lymphocytes are very plentiful and clearly and easily 
distinguished from the large stroma cells, while leucocytes are 
few and plasma cells are not found. In these areas the stroma cells 
disintegrate and granules of protoplasm and of nuclear material 
are always found in these situations. Small interstitial hamorr- 
hages occur, but on the whole the endothelial lining of the capil- 
laries appears healthy and in most cases is intact. A fine fibrillary 
matrix can always be found among the cells and degenerate 
protoplasm in these areas of necrosis. 

In the case of the large areas of necrosis which are found in 
the superficial layer, such changes are much more advanced and 
are overshadowed by the enormous hyperemia which is invariably 
present, (Fig. 12). Dilated capillaries dominate the appearance of 
the endometrium here and in most cases a degeneration of their 
endothelial lining has led to extensive interstitial haemorrhage, and 
masses of coagulated plasma are frequently seen. Again there is 
extensive lymphocytic infiltration and again leucocytes are few 
and plasma cells found only with difficulty. Although this vascu 
larity, interstitial hamorrhage and lymphocytic infiltration are 
extensive, it is presumed that their production is slow, otherwise 
such changes would be followed by a rapid sloughing away of 
the superficial layers of the endometrium. This view is borne out 
by the character of the red blood corpuscles that are seen in these 
areas of disintegration, for such cells are degenerate and have 
evidently been extravasated for some considerable time. The other 
noticeable feature in these areas of disintegration is the alteration 
in the character of the epithelial cells of the glands. These are 
bunched together in groups, separated from the basement mem- 
brane and arranged haphazardly among themselves, (Fig. 12). The 
cells are degenerate, they stain feebly and irregularly, they vary 
in shape and size, and their outline is ill-defined. They are smaller 
than healthy epithelial cells and their protoplasm tends to be 
basophile. 

It can be stated as a general rule, that premenstrual changes 
are not observed in the endometrium of these cases. In no case 
was it possible to identify well marked late premenstrual changes. 
In eight cases alterations in the glands corresponding to the 13th- 
18th days of the cycle could be demonstrated. Consequently it 
is justifiable to conclude that in this condition premenstrual changes 
are usually absent and if present conform to the phase of the cycle 
corresponding to the time of ovulation. ‘The importance of this 
conclusion will be appreciated when the ovarian changes are 
considered. 


There is one other point in the histological features of the 
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endometrium which requires mention. In all cases, without excep- 
tion, irrespective of the age of the patient, when an opportunity 
was afforded of examining the line of division between endometrium 
and myometrium, adenomyosis was found, (Fig. 10). Personally, 
| agree with Frankl and Adler in holding the view that, normally, 
the glands and stroma of the endometrium do not invade the muscle 
wall of the uterus to the slightest degree, that any such invasion 
is to be considered pathological and that the condition is best 
described under the term adenomyosis. It is in consequence of 
considerable importance to observe that adenomyosis could be 
demonstrated in all cases in which this line of demarcation between 
endometrium and myometrium could be examined. 

The histological features of the endometrium may now be 
summarized. In its basal zone the endometrium shows a true 
hyperplasia of both glands and stroma, but here there is no in- 
filtration with round cells and cystically dilated glands are not met 
with at all frequently. The cystic spaces are met with typically 
in the middle zone of the endometrium and they contain degenerate 
cells and leucocytes. Areas of disintegration of the endometrium 
are found in the superficial layer, such areas contain degenerate 
glands and stroma cells, and engorged capillaries and interstitial 
hemorrhage are invariably present in these situations. 

The changes are not inflammatory for there is no infiltration 
with plasma cells, leucocytes are not present in large numbers, 
nor is there any formation of granulation tissue. 

It is firmly believed that the appearance of the areas of dis- 
integration accurately corresponds with that of the superficial layers 
of the normal menstruating endometrium, for the disintegration 
of the glands and stroma is almost identical in its histological 
features in the two cases. The theoretical considerations which 
deal with this resemblance will be considered subsequently when 
the other features of the disease have been dealt with. 

A microscopical examination has been made of the ovaries of 
15 cases of this disease. In 12 of these cases both ovaries were 
examined: one ovary only was obtained in the other three, but as 
the macroscopical and microscopical features corresponded, the 
whole 15 cases will be taken together. In every case a cyst was 
found in the ovaries: in five cases more than one cyst was present, 
the maximum number being three. The cysts were invariably 
unilateral: the opposite ovary was shrunken and its cortex con- 
voluted. On the side of the cyst the normal ovarian tissue was 
atrophied, the ovary being almost entirely replaced by the cyst. 


The cysts varied from 23 inches to 1 inch in diameter. They were 
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smooth, contained serous fluid, and to the naked eye resembled 
follicular cysts. 

The first point that must be emphasized, therefore, is that in 
all cases of this disease the ovaries are atrophied but that unilateral 
cysts of the follicular cyst type are invariably present. 

When these cysts were examined histologically it became clear 
that in all cases they arose from follicles, but that a variation in 
their minute histology occurred and that this variation depended, 
in all probability, upon the age of the cysts. Most commonly 
the structure of the wall was identical with that of a ripening 
follicle, the granulosa cells were several layers thick and as large 
as those found in a ripening follicle, the theca interna cells were 
large, polyhedral in shape, sometimes pigmented, and the theca 
interna layer was vascular. Small capillary tufts in this layer 
projecting towards the cavity of the follicle led to the production 
of small convolutions. In the majority of cases, therefore, the 
cyst was a cystic ripening follicle. In some cases however, the 
granulosa layer was atrophied so that only a few granulosa cells 
scattered irregularly along the wall were found, and these, al- 
though in some cases pigmented and larger than the granulosa 
cells of a recently ruptured follicle, were in the main atrophic 
(Fig. 14). In such cases the theca interna cells were also atrophied, 
vascularity of the theca interna layer was not a well marked feature, 
and the hyaline lamina between granulosa and theca interna layers 
was prominent. It was concluded that such cysts represented late 
stage of the cystic ripening follicles referred to above. 

In two cases, i.e. in about 13 per cent. of cases, the cyst had 
the structure of a recently ruptured follicle which had become cystic 
(Fig. 13), and in both cases the stigma was demonstrated. In 
one of these cases the granulosa and theca interna cells were grossly 
degenerate, in the other a smaller cyst, one inch in diameter, was 
found, and in this case the cells were healthy. 

In one case only was a recent corpus luteum found in the 
ovaries. In all others, either a corpus luteum could not be demon- 
strated in the ovaries, or, if one was present it was old and retro- 
gressing and corresponded to a menstrual cycle of many months 
before. These observations confirm .the views of Po6izl, Adler, 
Schroder, Babes, that in some cases of irregular haemorrhage a 
corpus luteum may not be found in the ovaries. In two of my 
cases the patients were young and since puberty had suffered from 
almost continuous vaginal haemorrhage. In these cases not only 
was a corpus luteum not found, but a corpus albicans could not be 
demonstrated, although the ovaries were carefully examined histo: 
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logically. It was probable that an ovum had never been shed from 
these ovaries. 

Consequently, the next point to emphasize is that typically, 
in this disease no corpus luteum is found in the ovaries, that the 
cyst present is either a cystic ripening follicle or a cystic form 
of a follicle which has recently ruptured. From the examination 
of the ovaries it follows that in three out of 15 cases, i.e. 20 per cent. 
« follicle had ruptured, so that premenstrual changes should be 
seen only in 20 per cent. of cases in this disease. In eight out 
or the 53 cases in which the endometrium was examined, i.e. in 
approximately 15 per cent. of cases, such changes were found, and 
this illustrates the accuracy with which the ovarian work corres- 
ponded with that on the endometrium. The case from which the 
corpus luteum was obtained is of very great importance for the 
changes in the endometrium were very early, there was no reason 
clinically to believe that the endometrium was in any way abnormal 
and it is believed that in this case the disease was met with at a 
very early stage. The corpus luteum corresponded to about the 
18th day of the cycle and in addition a cystic ripening follicle was 
present in the ovaries. The endometrium showed corresponding 
cyclical changes. j 

It should be noted that in no case was a mature corpus luteum 
found. 

The other characters of the ovaries may now be described. The 
ovarian tissue was shrunken and atrophied, the cortical stroma 
reduced in amount, and the vessels of the medulla small ; interstitial 
cells were present to a normal degree and théir appearance was 
normal. Primordial follicles were invariably fewer than normal, 
and this was particularly well seen in the case of young patients. 
Apart from these general features no other abnormality could be 
detected. 

The question now arises, whether the process of follicle 
ripening continues during the persistence of the cystic follicle. 
‘It was concluded from an examination of the specimens that 
probably in all cases some degree of follicle ripening takes place, 
for follicles at various stages of development were found, but that 
this process of ripening is far less marked than normal, for such 
follicles were relatively few. 

The ovarian changes can therefore be summarized as follows. 
The ovaries are atrophied, ovarian activity is far less than normal 
for ripening follicles are few, and typically no corpus luteum is 
found. Invariably a cyst is present in the ovaries and this cyst 
arises either from a ripening follicle or from a follicle which has 
recently ruptured, 
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The curve illustrates the age incidence of Metropathia Haemorrhagica. 
Ages are plotted horizontally, the number of cases—making 53 in all- 


vertically. The curve shows that the maximum incidence is between the 


ages 406 and 45. 
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It will be most convenient if the clinical aspect of the cases of this 
disease be described before the theoretical considerations are dealt 
with. The disease is not uncommon for approximately 25 per 
cent. of the cases of irregular uterine haemorrhage admitted to 
hospital were suffering from this disease. 

The age incidence was as follows (Fig. 15): 
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The majority of cases occur between the ages of 40 and 50 and 
the disease is most common between the ages of 41 and 45. The 
youngest patient was 18, the oldest, 54. It is interesting to observe 
that my curve corresponds almost exactly with that obtained by 
Schroder. It is seen that the disease arises typically about the 
time of the menopause. It may be met with in young patients—in 
one of Schréder’s cases the patient was aged 14,—and with young 
patients the disease is important because it is not easy to decide 
which form of treatment is most suitable. It is difficult to explain 
why so few cases occur between the ages of 31 and 35. The same 
feature is present in Schréder’s curve but its significance is un- 
known. 

The disease is met with most frequently in parous women, but 
nullipare are not exempt. Of the 53 cases, 10 occurred in nullipare. 
The incidence is as follows : 
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that is, 19 per cent. of the patients were nulliparz. If the cases 
occurring between the ages of 40 and 50 are considered alone, it is 
seen that only one out of 34, or 3 per cent., was from nulliparous 
women, 
On the other hand it is unjustifiable to conclude that the disease 
picks out parous women, for it must be remembered that the 
majority of women from 4o to 50 years of age have borne children. 
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From a study of this incidence | am inclined to the view that 
parity has little, if any, relationship to the disease, but that there 
is perhaps some association between the menopause and perhaps 
of puberty and the onset of the disease. 

There is little if any association between other gynecological 
disorders and this disease. No case of carcinoma of the uterus 
was met with in this series and I, personally, see no reason to 
believe that any relationship exists between carcinoma of the body 
of the uterus and the disease now described, for I do not believe 
that there is any histological resemblance between the endome- 
trium in the two cases; and again, patients in whom carcinoma 
of the body of the uterus arises are most frequently nulliparze. 
The relation to uterine fibroids is important. In only two of the 
18 cases in which the uterus was examined after removal, were 
fibroids found--seedling fibroids were neglected— and the largest 
of these was two inches in diameter. In three of the remaining 35 
cases the clinical records show that the surface of the uterus was 
irregular but that in these cases, the fibroids were small. Con- 
sequently in five out of 53 cases, or approximately 10 per cent. 
of cases, fibroids were present, but these fibroids were small. It is, 
therefore, doubtful if any association exists between the incidence 
of fibroids and the incidence of this disease. On the other hand, 
my own impression is that patients with fibroids are extremely 
unlikely to develop this disease. 

The relation between pelvic infection is important theoretically. 
In only one of the 18 specimens obtained was there evidence of 
salpingitis. In this case, only a few adhesions could be demon- 
strated around the Fallopian tubes. In no case was there histo- 
logical evidence of an infective endometritis or myometritis. Of 
the remaining 35 cases there was no clinical evidence of adnexal 
inflammation, although the presence of a cystic ovary was frequently 
recorded. In one case there is the record of the Wassermann 
reaction being positive and in this case the endometrium was infil- 
trated with plasma cells. It is therefore, justifiable to conclude 
that the disease arises independently of pelvic infection. 

The symptoms of the disease are very typical. In almost all 
cases the patients came to hospital complaining of continuous 
vaginal hemorrhage. This haemorrhage is very frequently pre- 
ceded by a period of amenorrhaca. In 26 of the 53 cases the typical 
history of a period of amenorrhoea followed by continuous vaginal 
hemorrhage was obtained. In four of these cases the patients 
were 50 years of age or over, and at intervals of seven months, 
nine months, and three years after the menopause continuous 
haemorrhage occurred. These four cases are not quite typical. Of 
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TYPE IL 


Fic. 16. 


the charts illustrate the typical menstrual disturbances of cases 
of Metropathia Hiemorrhagica. The divisions correspond to one week 
and the black areas indicate the times of uterine haanorrhage. With 
Type I the continuous hemorrhage is preceded by a period of 
amenorrhcea, in Type Il there is no previous amenorrhiea while 


with Type III there has been previous menorrhagia. 
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the other 22, the period of amenorrhoea varied between five and 
12 weeks as follows : 


Amenorrhoea for 5 weeks 4 
6 I 
a I 
8 8 
9 I 
12 6 
12 months I 


The continuous hemorrhage varied in duration from three weeks 
to five years. In the latter case the patient was a girl who had lost 
almost continuously since puberty. The usual duration was from 
between eight to ten weeks. 

It can, therefore, be stated that typically in this disease there 
is a history of amenorrhoea of five, eight, or 12 week’s duration 
which is followed by a period of continuous vaginal hemorrhage 
lasting for about eight weeks, which because of its prolongation 
and perhaps because of its severity, forces the patient to seek 
medical advice. (Fig. 16, Type 1). This is the usual history ob- 
tained but variations occur in the menstrual history as will be seen 
below. 

In 23 of the other 27 cases there was no history of a period 
of amenorrhoea but in all 23 cases continuous vaginal hemorrhage 
which varied from five weeks to six months was complained of. 
In 14 of these 23 cases the history was given that the catamenia 
were regular and normal until a period which, starting at the correct 
time, instead of stopping after the usual duration, persisted to give 
rise to continuous hamorrhage of the type indicated above. (Fig. 
16, Type Il). In five of the 23 cases there was at first menorrhagia, 
i.e. a normal cycle with prolongation of the bleeding, and then at 
the time of a normal period hemorrhage started to persist and 
to give rise to continuous hemorrhage, (Fig. 16, Type III). In the 
other four cases the continuous hemorrhage was preceded by 
irregularity of the menstrual periods. 

In the remaining four cases there was no history of continuous 
hzmorrhage. In two cases the patients complained of menorrhagia, 
in one case the patient complained of a continuous blood-stained 
discharge but stated that her periods occurred regularly and inde- 
pendently of this discharge. In the last case a history of eight 


months amenorrhoea followed by excessive periods at correct inter- 
vals was obtained. 


If these results are analysed it becomes apparent that approxi- 
mately 50 per cent. of cases give the typical history of a short 
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period of amenorrhoea followed by continuous vaginal hamorr- 
hage: 26 per cent. give a history of continuous hemorrhage 
starting at the time a period was due, and these account for the 
bulk of the cases. 

In the 53 cases the vaginal haemorrhage was the dominant 
symptom, a history of vaginal discharge was rarely emphasized, 
and pain in the back, though present in the majority of cases, was 
subsidiary to the discomfort of the vaginal hemorrhage. For these 
reasons particular attention has been paid to the types of menstrual 
irregularities that were encountered. 

The continuous vaginal hemorrhage may be sufficiently severe 
to produce a state of secondary anemia, but specific changes in the 
leucocyte count have not been observed. With young patients 
the complexion of the patient is very characteristic: there is a 
slight malar flush while the skin of the face and the mucous mem- 
branes are pale. Schrodder has contended that patients with this 
disease have the appearance of patients suffering from toxzemia. 
This is certainly not so in the case of patients of the age of 4o 
or over: such patients may be anzemic but otherwise their appear- 
ance is normal. 

The pelvic physical signs of the condition are simple, namely 
a uterus which is usually smooth and perhaps a little bulky and 
a unilateral cystic ovary. The vaginal hemorrhage is usually not 
excessive and the blood is dark and fluid. In some cases, however, 
severe hemorrhage with the passage of clots may be seen, but 
characteristically the bleeding, though prolonged, is not particu- 
larly excessive at any time. 

It is my firm conviction that the disease can be diagnosed with 
a moderate degree of ease if an accurate menstrual history is avail- 
able. The symptoms of the disease are very characteristic and 
after the exclusion of such conditions as carcinoma of the cervix, 
and polypi, usually only three conditions remain for consideration 
in the differential diagnosis, namely : 


(a) Abortion. 
(b) Kibroid polypus. 
(c) Carcinoma of the body of the uterus. 


In the case of submucous fibroids and of fibroid polypi which 
lie above the cervical canal the diagnosis may be difficult unless 
the cavity of the uterus is explored or curettings examined. In 
the case of carcinoma of the body, although usually there is no 
difficulty in differentiating on clinical grounds, it may be necessary 
tu examine curettings before the diagnosis is established. 

My own opinion is that as the disease is fairly common, attempts 
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should be made to make a diagnosis on clinical grounds and as a 
general rule | believe that this presents no difficulty. 

The distressing symptom, continuous hemorrhage, indicates 
that treatment should be carried out. It is probable that 
in some cases the disease may retrogress spontaneously but it is 
difficult to prove the authenticity of such cases and for the majority 
of patients some treatment is required. In my own experience 
no success has been obtained from the administration of drugs 
and in consequence such treatment cannot be recommended. It 
is illogical to hope to cause the disintegrating polypoidal endo- 
metrium to waste away under the influence of a drug administered 
orally. 

The first method of treatment to be considered is curettage. 
This operation has been performed for polypoidal endometritis 
for many years and in some cases it is successful. Schréder stated 
that in 50 per cent of his young patients the symptoms disappeared 
after curettage. 1 am convinced that if curettage is employed 
therapeutically the operation should be performed with care and as 
much as possible of the endometrium be removed. 

Of the 53 cases 23 were treated by curettage alone. Seven, or 
30 per cent. of these patients were either improved for a time or 
cured—at any rate for a considerable time. In three cases the 
continuous hemorrhage ceased and was followed by normal periods 
occurring at regular intervals. In two cases the patients were aged 
51 and 54 respectively, and no further hemorrhage occurred. The 
other two patients were young. One was aged 23 and after curet- 
tage the continuous hemorrhage ceased and normal periods started 
again, but two years after the curettage the patient developed a 
right tubal gestation, for which the right Fallopian tube was re- 
moved. Three months after this operation continuous haemorrhage 
began again and lasted for six months. By this time the patient 
was thoroughly disgusted with her uterus and insisted upon a hys- 
terectomy being performed. ‘This case is extremely interesting 
ia that when I saw her first in February, 1924, the right ovary was 
cystic, but during the second period of continuous haemorrhage, 
the cyst was found in the left ovary and when examined at opera- 
tion the right ovary was atrophied. The second patient was 18 
years old and after curettage remained free from hamorrhage for 
three months. Since then it has recurred. Of the 23 cases treated 
by curettage in eight the symptoms recurred almost: immediately 
after the operation and further treatment became necessary. The 
other eight cases cannot be traced. 

From these results it is clear that curettage as a form of treat- 
ment is unsatisfactory, for in only three cases out of the 23, that 


- 
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is, in 13 per cent., was there evidence of permanent relief, if the 
two cases of women over the age of 50 are excluded. Nevertheless, 
as will be shown later, it is important on theoretical grounds to 
realize that a cure may follow simple curettage. Again, curettage 
should be performed in young women as a preliminary measure, 
rather than to employ radiological or radical treatment at once, but 
beyond such cases it has no place in the treatment of this disease. 

Of the other cases nine were treated by X-rays, in all cases 
successfully. Seven cases were treated with radium. In five cases, 
50 milligrams of radium element were placed in the cavity of the 
uterus and retained for either 48 or 72 hours and this treatment 
was successful in all five cases. Personally I agree with Donaldson, 
that in cases of this type much the best technique is to use 50 
milligrams of radium element for 72 hours. In the other two cases 
the patients were young women and radium was employed for 
shorter periods in the hope that the ovaries might be only tem- 
porarily destroyed. The maximum dose given was 50 milligrams 
of radium element for 24 hours but no benefit resulted and opera- 
tions were subsequently performed. 

Two other methods of treatment have been used. One patient 
was treated by the application of X-rays to the thyroid without 
improvement. A second patient, a married woman of 21, was 
given ovarian extract in the form of cestrin—an average dose of 
about 10 units per week for three months being injected intra- 
muscularly. This patient then became pregnant and is at present 
nursing her infant. 

These results show that in the case of women over the age of 
40 treatment is simple and should be radiological. If X-rays are 
employed, curettage should be first performed to exclude the pos- 
sibility of malignant disease existing in the body of the uterus, 
and to establish the diagnosis definitely by an examination of the 
endometrium curetted away. If radium is to be used, curettage 
followed by the insertion of radium should be performed at the 
same operation, the radium being left within the uterus for 72 
hours. The diagnosis again is definitely established from the 
subsequent examination of the curettings. "These methods are, of 
course, almost universally employed at the present time as a routine 
in such cases. 

The difficulty is to determine the best method of treatment in 
young women. I have indicated elsewhere*? that in my opinion, 
the mode of action of both X-rays and radium in the creation of 
an artificial menopause is through a direct effect upon the ovaries, 
and | think that the creation of an artificial menopause by these 
measures in women under the age of 40, because of the severity 
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of the menopausal symptoms produced, is to be avoided. On the 
other hand, the removal of the uterus of a young woman is not 
lightly to be undertaken. 

For these reasons it is recommended that in young women 
careful curettage should first be employed. If the polypoidal 
state of the endometrium and the symptoms recur, two courses 
are left, either the uterus should be removed and the ovaries left, 
or the patient should be treated with small doses of X-rays, or 
of radium; doses sufficient to produce a temporary, but not a 
permanent inhibition of ovarian function. Unfortunately although 
the latter method is the ideal procedure, and will probably be used 
in the future, accurate measurements of the requisite doses for this 
disease are not available—so far as | know—at the present time. 

It will be seen that the operation rate of the cases included in 
this series is high—otherwise the pathological side could not have 
been investigated. It is probable, however, that in the future the 
disease will be treated by radiological methods alone, for no case 
treated with adequate doses of X-rays or of radium failed to 
respond. One teels that when the disease becomes generally 
recognized, and the diagnosis is made with accuracy, treatment 
by operation will become more and more infrequent. 

The disease is of remarkable interest, clinically because of the 
almost mathematical accuracy with which the menstrual history 
has to be investigated, and from the point of view of morbid 
anatomy and histology, because of the extraordinary features that 
are found. The theoretical considerations are, however, of even 
more absorbing interest. Clearly, the disease affords an example 
of an association between ovarian and uterine disturbances, for 
abnormalities of structure and function of both uterus and ovaries 
are met with together and superficially it would appear that the 
interpretation of this relation was simple. As will be seen below, 
the problem is far more difficult than one would wish, and that at 
ihe present time there is small chance of a satisfactory solution 
being obtained. 

The changes in the ovaries are without doubt explained by a 
diminution in ovarian activity. Not only is the normal ovarian 
tissue reduced in amount, but typically no mature corpus luteum 
is found, though ripening follicles or a recently ruptured follicle 
can invariably be demonstrated. Interstitial cells are present in 
normal numbers, but retrogressing corpora lutea are usually absent. 
These features are well established and few will object if the view 
is taken that they represent the characters of ovaries whose function 
is not only disturbed but reduced. It is also clear that the main 
alteration affects follicles which are either on the verge of rupture 
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or which have recently ruptured, and theoretically this can be 
explained by supposing either that the disorder is primarily in- 
herent in the ovary itself or that normal ovarian processes are 
inhibited. 

If now the changes in the uterus are considered it becomes 
clear that not only is one of the functions of the uterus, namely 
the production of the menstrual discharge increased, but in struc- 
ture the endometrium is hyperplastic, and in some cases there is in 
addition a myohyperplasia. One is therefore forced to conclude 
that a hyperplastic state of the uterus exists in the presence of 
ovaries in which the normal function is reduced. This is perhaps 
the most outstanding feature of the disease from the theoretical 
point of view. The hyperplasia of the uterus can be explained 
theoretically by assuming either a primary overactivity of the uterus 
or by supposing that the hyperplastic changes are brought about 
under the influence of a stimulus reaching the uterus from outside. 
It is difficult to believe that on the latter hypothesis the stimulus 
is exerted by the ovaries, for the latter are relatively inactive and 
one is invariably impressed when a large uterus with a thick myo- 
metrium and a grossly hyperplastic endometrium is met with in 
association with shrunken ovaries of which one is cystic. It is, 
however, possible on theoretical grounds that the uterine hyper- 
plasia is controlled by some other factor reaching the uterus in- 
dependently of the ovaries. 

The second point to consider is the explanation of the uterine 
hemorrhage and the cause of the disintegration of the endome- 
trium. | have already indicated that in my view such disintegration 
of the endometrium is almost identical in its histological features 
with that occurring during menstruation. The only difference is 
that in this disease the necrosis is less diffuse and may even be 
scattered irregularly through the endometrium. 

In my opinion, no satisfactory explanation of the necrosis of 
the superficial layers of the premenstrual endometrium which takes 
place in normal menstruation has ever been given. I have never 
accepted the view of R. Meyer, that the retrogression of the corpus 
luteum passively produces this disintegration, though I admit that 
there is a good deal in its favour. I am inclined to the view that 
the distintegration is active and brought about by some toxin con- 
veyed by the blood stream to the endometrium, though no explana- 
tion can be offered of the source of this toxin, 

[t probably originates in the ovary but there is no indication 
from which structure it is produced. It is, therefore, assumed 
that in the disease now being considered, the disintegration changes 
are not so rapid as in the menstruating endometrium. This is 
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clearly shown by the extensive hemorrhage, infiltration with round 
cells and the presence of a large number of disintegrating glands, 
whereas in the menstruating endometrium, the degenerate tissuc 
rapidly disintegrates to be shed into the cavity of the uterus. The 
next point is that whereas the toxin is produced cyclically in healthy 
women the production is continuous in this disease. One might, of 
course maintain that the cyst in the ovary is the source of the toxin, 
and for this view again there is much to be said. For example, 
R. Meyer first pointed out that in some cases of ovarian tumours 
arising about the time of the menopause or afterwards, associated 
with uterine hemorrhage, the endometrium shows changes typical 
of this cystic glandular hyperplasia and Schroder and Babes** 
and others have recorded similar cases, bringing the total number 
of recorded cases up to 14. Two cases have been obtained at St. 
Bartholomew’s Hospital in the last four years: one of a multipara 
of 54 with a spindle celled sarcoma of the right ovary, the other 
of a nullipara of 30 with a granulosa cell tumour of the left ovary. 
The association is of great theoretical interest, for, in the majority 
of the cases recorded the ovarian tumour is of the granulosa cell 
type and it has been contended that the cells of these tumours are 
responsible for the hyperplastic condition of the endometrium. 
This view cannot be supported for in some of the cases described, 
the tumours have been sarcomata or fibromata, and again, usually 
the association is encountered with tumours arising after the meno- 
pause at a time when follicles are not found in the ovaries. It is 
therefore difficult to account for the origin of the hypothetical toxin. 
The idea that it is produced in the ovaries is supported by the 
consideration of the association of these ovarian tumours with ne- 
crotic endometrium, but, as I have indicated above, there are many 
objections to the view that it is secreted by the granulosa cells of 
the ovary. Lastly it is difficult to correlate the known facts of the 
menstrual cycle with this view, for during menstruation ripening 
follicles are not seen. 

The conclusion that must be reached is that the cause of the 
disintegration and the consequent uterine haemorrhage is unknown ; 
it is perhaps the result of the action of a toxin produced in the 
ovaries but this toxin is not produced by the corpus luteum. 

One must now revert to the association of the polypoidal endo- 
metrium with the ovarian changes in the simple cases of this disease. 
As I indicated above, in some cases careful curettage of the uterus 
is followed by the return of menstrual periods of normal rhythm. 
This observation is of the nature of a scientific experimental result 
and in my opinion is of great moment, for it cannot otherwise be 
explained than by supposing that the removal of the polypoidal 
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endometrium removes the cause of the ovarian inhibition. This 
suggests that in this disease the endometrial changes are primary 
and that an inhibition of ovulation or of the full development of 
the corpus luteum is caused by the thickened polypoidal endome- 
trium. This view is supported by the examination of early cases 
of cystic glandular hyperplasia. In one case, already mentioned, 
the condition in the endometrium was unsuspected clinically and 
the patient was menstruating regularly though menorrhagia was 
present. In this case, early hyperplastic changes were found in 
the endometrium, and a corpus luteum of the 18th day was found 
in the ovaries with corresponding cyclical changes in the endo- 
metrium. It is true that a follicular cyst was also present but it 
is most reasonable to suppose that the endometrial changes were 
early and had not produced as yet an inhibition of ovulation. 

Thus far the explanation | have to offer to account for the 
features of this disease may be summarized as follows :—the poly- 
poidal endometrium reacts upon the ovaries to produce an inhibi- 
tion of follicle ripening, or of ovulation, or of full formation of 
the corpus luteum; in turn, the ovaries respond by producing 
continuously a toxin, identical in type with that causing the dis- 
integration of the premenstrual endometrium in normal menstrua- 
tion. In consequence, disintegration of the superficial layers of the 
polypoidal endometrium occurs. 

So far, however, no suggestions have been put forward to 
explain the incidence of the polypoidal condition of the endome- 
trium. There is some resemblance between the structure of the 
typical adenomatous polypus of the endometrium of the body of 
the uterus and the polypoidal endometrium met with in this disease. 
Such polypi usually possess cystically dilated glands and it is not 
uncommon for areas of necrosis to be found in them. No one can 
maintain that polypi of this description arise under the influence 
of a stimulus emanating from the ovary. It is much more probable 
that they represent localized areas of hyperplasia of the endome- 
trium. It is possible that the condition of cystic glandular hyper- 
plasia of the endometrium is due to a primary disturbance of the 
endometrium itself, which takes the form of a true hyperplasia of 
the stroma and most of the glands. This is associated with a 
cystic dilatation of many of the glands and this dilatation should 
be considered not in the light of a hyperplasia, but as a representa- 
tion of a disturbance of function of the gland. Cystic dilatation 
of the glands of the endometrium is not confined to this disease, 
for in my experience it is seen in the majority of cases of meno- 
pausal age, and I think it should be regarded as an indication of a 
disturbance of function of the endometrium, The association of 
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such glands with a true hyperplasia of the rest of the endometrium 
is, of course, difficult to explain. There is, however, undoubtedly 
a parallel in certain disorders of the ductless glands. For example, 
in the thyroid, such an association is not uncommon and it is seen 
fairly typically in chronic interstitial mastitis. Nowadays it is 
fashionable to regard such conditions as being due to disorders 
of metabolism and my own inclination is to group cases of cystic 
glandular hyperplasia in the same category. The myohyperplasia 
that is met with is perhaps secondary to the thickening of the 
endometrium, and, as I have already indicated, in my view the 
ovarian changes are also secondary to the alterations in the endo- 
metrium. This hypothesis assumes that the endometrium itself, 
independently of the ovary, has some internal secretory function. 
1 admit that this has never been proved or that very little reason 
exists for believing that the endometrium possesses this property. 
It is, however, out of place to digress by discussing what may 
happen in the future. 


It is not proposed to enter into more speculation about the 
etiology of this disease. Enough has been said to indicate how 
intricate is the relation between the ovaries and the uterus and 
how it is impossible accurately to establish the true etiology at 


the present time. Emphasis has been laid upon the clinical side 
and the morbid anatomy of this disease in the hope that in the 
future in this country, it will be recognized as one of the most 
important causes of irregular uterine hamorrhage. 


The nomenclature to be used for the disease is difficult to deter- 
mine. The term endometritis should be discarded. It is not only 
a misnomer, but it confuses what should be the present day 
conception of uterine hemorrhage. — I think the endometrial con- 
dition is best termed cystic glandular hyperplasia of the endome- 
trium, but the associated uterine and ovarian abnormalities should 
be emphasized and the disease given a name. Schréder advocated 
the use of the term Metropathia Hzemorrhagica for the disease, 
but this nomenclature has been criticized because it does not indicate 
the ovarian disturbances that are invariably present. However, 
the term seems as good as any that have been suggested, and it 
will be employed in the rest of this paper. The question of nomen- 
clature will be considered later when the other forms of irregular 
uterine haemorrhage are reviewed. 


Group II. THe EPIMENORRHG:AL Type. 
The disease Metropathia Hamorrhagica has been considered 
first because already at the present time the features of its morbid 
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anatomy are well established. It is not, however, the most common 
form of irregular uterine haemorrhage. It is probable because of 
the ease with which its features can be demonstrated that there has 
been a tendency to neglect the other types. The type of irregular 
uterine hemorrhage that is met with most frequently is that which 
usually arises in women between the ages of 40 and 50, in which, 
associated with a reduction in the menstrual cycle, there is profuse 
and prolonged bleeding. Of the 200 cases that have been investi- 
gated 72, or 30 per cent belong to this group. 

In all 72 cases the cycle was reduced, in 36 cases from a previous 
cycle of 28 days to one of 21 days, in 20 cases from a cycle of 28 
days to one of 14 days, while in the remaining 16 cases it was 
reduced but not by any such simple proportion. The second 
characteristic of the symptomatology is excessive loss on each day 
of the period of bleeding : this history was obtained in all 72 cases. 
The third feature is the duration of the bleeding. In 51 of the 
72 cases the duration of the bleeding was increased and in a few 
instances the hemorrhage lasted for as long as 14 days. The 
symptoms, pain in the back and discharge were often obtained but 
they were of minor importance compared with the menstrual dis- 
turbances and from a consideration of the case records it is very 
doubtful if they can be regarded as being at all typical of this 
group of cases. Of the 72 cases 13, or approximately 18 per cent, 
were nulliparze and these figures correspond with those obtained in 
the case of the disease metropathia hamorrhagica. It must be 
emphasized here that the cases considered in this series do not 
include cases of adnexal inflammation and that they consist of cases 
admitted to hospital only. It is well known that in cases of adnexal 
inflammation the history of similar menstrual disturbances is fre- 
quently obtained. Such disturbances are also met with after par- 
turition—particularly in young women—although subjectively and 
objectively no evidence of adnexal infection can be found. The 
majority of such cases are treated as Out-Patients for in many 
cases the symptoms respond to conservative treatment. It is, in 
consequence, true to say that such symptoms are met with more 
frequently in parous women than is the case with the disease 
metropathia hamorrhagica. There is probably some _ relation 
between pregnancy and parturition and this class of case, for, in 
addition to the reasons given above, the following points emerge 
when the histories of the cases are considered. In nine cases the 
symptoms arose after the last confinement. In 36 cases the parity 
of the patients was greater than four and in 14 of these cases the 
patients had been pregnant 10 or more times. It is not implied 
that the disease occurs only as the result of pregnancy. These 
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figures are given to show that it is probable that some relation 
exists between parturition and the incidence of this type of case. 
The age incidence of the cases is as follows : 


| rn, 


suid Saline 26-30 31-35 36-40 41-45 | 46-50 


| Multiparze | 








indicating that the condition is met with most frequently, as in 
cases of metropathia hemorrhagica, between the ages of 40 and 50. 

The relationship of pelvic infection to these cases has been 
investigated. In none of the nulliparee was there a history of 
pelvic infection or any evidence of infection on physical examina- 
tion and in only one case of a muliipara was there a history of 
puerperal sepsis. It is doubtful if much reliance can be placed 
upon obstetrical histories obtained of women of this age, for the 
majority of such patients do not seem to remember much about 
their puerperia although they are always ready to give details of 
instrumental deliveries. 1 think, however, that from the histories 
obtained it must be concluded that this class of case has no relation 
to previous infection of the pelvic organs. This is borne out by 
the physical signs. In no case was there clinical evidence of adnexal 
inflammation. 

Whereas in the disease metropathia hamorrhagica there is 
little, if any, association between uterine fibroids, in this type of 
case fibroids are met with more frequently. In 12 of the 72 cases 
fibroids were present and six of these cases occurred in nullipare. 
Nevertheless, because of the small incidence, namely 12 cases in 
72, it is unlikely that fibroids are in any way a contributory factor 
to the etiology of this disease. 

The physical signs in this class of case are indefinite. In 50 
cases the uterus was enlarged. If the 12 cases of fibroid are omitted 
and the remaining 38 cases considered, the enlargement of the 
uterus in these cases was symmetrical, the dimensions of the uterus 
being increased so that in some cases the bulk of the uterus was 
three times the normal size. In the remaining 22 cases the uterus 
was of normal size. In this type of case no abnormality is to be 
found in uneomplicated cases in the uterine appendages. 

The clinical aspect of these cases may now be reviewed, before 
the morbid anatomy is described. The condition is met with most 
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frequently in parous women between the ages of 40 and 50, though 
nullipare: are not exempt. ‘The r ain symptom is excessive uterine 
haemorrhage, which takes a form in which the menstrual cycle is 
reduced, the period of bleeding is prolonged and the quantity lost 
each day is increased. There are ao other dominant symptoms and 
it is haemorrhage, which may be extremely severe and produce a 
crave degree of anemia, which brings the patient to hospital for 
treatment. ‘Typically there are no outstanding physical signs, 
though usually the uterus is sypimetrically enlarged. The syn- 
drome is, of course, well known and such cases are commonly 
erouped under the term chronic metritis. 

In all the cases included in this series the endometrium was 
examined histologically and the features of the endometrium will 
first be described. In no case was there evidence of an infection 
ini the form of a round celled or plasma celled infiltration. Because 
i the majority of cases the specimens were obtained by curettage 
it was difficult to reach any accurate conclusion as to the thickness 
of the endometrium in these cases—as a rough estimate I should 
say that in 15 per cent. of cases the endometrium is thicker than 
normal, in the other cases it is either of normal thickness or reduced 
if amount, 





he surface epithelium is normal and the glands correspond 
in size and form to those of the normal endometrium. No cystically 
dilated glands—apart from the specimens from patients over 47— 
ire to be found. Frequently artifacts in the form of a rim of cubical 
cells surrounding a well-differentiated stroma, lying in the lumen 
of a gland can be seen. Such artifacts are the result of the oedema 
of the stroma met with in these cases, which produces distortion of 
the glands during curettage and in the process of fixation. Goblet 
cells are frequently found in specimens from patients of menopausal 
age, but they do not form a conspicuous feature. Cyclical changes 
are seen in the glands and they show no deviation from the normal. 
No areas of disintegration are found. It follows that no typical 
features can be seen in the case of the glands. In the case of the 
stroma certain features are almost invariably found; they are ex- 
treme cedema and hyperemia. Qtdema of the stroma was found 
in 66 of the cases; it is easily recognized, best seen in the superficial 
ind middle zones of the endometrium and is perhaps the most 
striking feature to be observed. The second characteristic is hyper- 
mia, best seen in the middle zone and frequently associated with 
extensive intersutial hamorrhage in both middle and superficial 
layers. Hyperaemia was found in 69 out of the 72 cases. 
Beyond these two features there is no typical or characteristic 
hange in the endometrium, but these features are almost constant, 
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very striking, and should be considered as representing the out- 
standing characteristics of the ndometrium. I am well aware 
that such changes are to be observed in other gynzcological 
conditions, for example in cases of spasmodic dysmenorrheea, and 
I do not wish to imply that all 'cases in which the endometrium 
displays these peculiarities are from cases of this type of menstrual 
irregularity, 

In eight cases the glands were hyperplastic and in six cases 
there was a hyperplasia of the lymphoid tissue of the endometrium, 
but such changes are not considered peculiar to this typé of case. 

In 17 cases the uterus was removed and examined histologically. 
In no case was there myometritis and the elastic tissue content 
varied with the parity of the patient so that in nulliparous patients 
no excess of elastic tissue was found. In the cases in which the 
uterus was enlarged, the enlargement was found to be due to a 
mvyohyperplasia. In these cases there was no tendency to adeno- 
myosis. ' 

It follows from the descriptions given above that the symptoms 
of these cases cannot be wholly explained by the conditions in 
the uterus, for, although excessive hemorrhage can be accounted 
for by the hyperemia of the endometrium the reduction in the 
menstrual cycle is unexplained. On the modern conception of the 
control of the menstrual functions by the ovaries it is impossible to 
explain these cases in any other way than by assuming a disturbance 
in the process of ovulation, and this theoretical consideration is in 
agreement with the results of the examination of the uteri of such 
cases. 

Unfortunately, although it seems clear for the reasons indicated 
above that in these cases the source of the disturbance lies in the 
ovaries, there has been small chance of examining the ovaries, 
mainly because such patients are not usually treated by operation, 
and also because in operation cases both ovaries are not usually 
removed. In only seven of these cases have the ovaries been ob- 
tained. In spite of the small number of cases, I think that definite 
conclusions can be drawn. 

To the naked eye the ovaries are shrunken and their surfaces 
grooved and furrowed, but hamorrhagic cystic follicles project 
from the surface. ‘These appearances were found in all seven cases. 

The microscopical examination consisted in the complete ex- 
amination of both ovaries in the manner | have followed in previous 
work on the ovary. 

The ovarian changes were as follows. In five out of seven 
cases two corpora lutea, accurately corresponding histologically 

were found in the ovaries, | have already shown in a previous 
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contribution that the incidence of two corpora lutea which corres- 
pond in microscopical structure in normal ovaries is about 5 per 
cent. It follows that the findings in these cases are pathological 
and they suggest that in these cases the factors controlling ovula- 
tion are disturbed and that this disturbance leads to the rupture of 
more than one follicle at the time of ovulation. 

The corpora lutea found were examined histologically and they 
showed no gross deviation from the normal beyond being hamorr- 
hagic. The changes in the endometrium corresponded to those 
found in association with corpora lutea of similar maturity of 
patients with normal menstrual cycies, so it was reasonable to 


believe that the corpora lutea were exerting a normal function. 
The next point was to determine the time when ovulation had 
occurred in these cases. An example will perhaps best show the 


method. In one case the corpora lutea corresponded to specimens 
of the 16th day of a normal cycle and probably represented the 
condition of the follicle two or three days after ovulation. So it 
was concluded that ovulation had occurred two days previously. 
The specimens, however, were obtained on the 11th day of a 14-day 
cycle so it was concluded that ovulation had occurred on the ninth 
day of the cycle, which is five days earlier than normal. Parallel 
results were obtained with all the remaining cases. It is, therefore, 
concluded that in these cases ovulation occurs earlier in the cycle 
than normally. 

The question now arises as to whether in these cases there is 
a disturbance only in the time of ovulation or whether there is 
a reduction in the ovarian cycle itself. It is clear that the latter 
explanation is correct, for, in the example quoted above only five 
days would elapse between the time of ovulation and of menstrua- 
tion if ovulation occurred on the ninth day of a 14-day cycle, 
whereas in the normal cycle 14 days elapse. Consequently, the 
next conclusion to be reached is that all the factors of the ovarian 
cycle are reduced in time, probably in the same proportion, and 
this suggests that the reduction in the menstrual cycle is determined 
through a primary ovarian disorder which leads to the ovarian 
rhythm being reduced. There is, of course, at the present stage of 
our knowledge, no explanation of this abnormality-- although | 
have already suggested, from clinical grounds, the relation to 
pregnancy and parturition in some cases — and all that can be said 
at the present time is that the disorder is primarily, so far as the 
generative organs are concerned, ovarian in origin, 

Two further constant changes were found in the ovaries. The 
corpora lutea of the preceding cycles had not retrogressed to the 
normal degree so that richly protoplasmic granulosa lutein cells 
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were present in fairly large numbers; and secondly the number of 
follicle cysts were greater than normal. 

If the ovarian changes are now reviewed it is seen that the 
reduction in the ovarian cycle and the increased frequency with 
which two corpora lutea are produced during each cycle suggest 
that ovarian activity, as illustrated by the follicle system, is in- 
creased. One has still to explain the cedema and hyperemia of the 
endometrium. It seems probable that these conditions are the 
result of the ovarian activity, not only on account of the frequency 
with which follicles rupture, but because the retrogression of 
corpora lutea is retarded. Perhaps, also, the presence of follicle 
cysts has some iniluence over the production of this oedema. 

Treatment of these cases consisted in hysterectomy in cases in 
which fibroids were present. In patients over 4o an artificial 
menopause was created by X-rays or radium, if the degree of 
anzmia warranted this procedure, and these methods of treatment 
are accepted by all. As in metropathia hamorrhagica the difficulty 
is to decide the appropriate treatment in patients under yo. I have 
known no satisfactory results with drugs or ductless gland pre- 
parations and if the hemorrhage is severe and necessitates treat- 
nent, hysterectomy with conservation of the ovaries, is probably 


he best form of treatment. ‘Theoretically, the most satisfactory 
form of therapy would be radiological treatment aiming either at 
the production of a temporary menopause or the control of the 
excessive ovarian activity which probably accounts for the symp- 
toms, and this method will probably be employed in the future. 


Group II]. THE HypoOMENORRHG:AL TYPE. 

The third group into which the 200 cases have been divided, 
contains 16 cases. It is not considered that the group is as im- 
portant as the two already considered, so only a short account will 
be given. The essential feature of the symptomatology is the increase 
in the menstrual cycle; the cycle increasing, for example, from 
the normal 28-day cycle to one of 35 or 42 days, this alteration 
being accompanied by increased loss on each day of the period and 
by the duration of the period being prolonged. The group is 
further subdivided into two classes, in one the eycle was constant 
at Say 35 or 42 days: nine cases belonging to this class, while with 
the remaining seven cases the cycle was irregular, varying between 
three and six weeks. 

In the first subdivision eight of the nine patients were parous— 
their ages: 43, 44, 46, 47, 47, 49, 51, 53; the nullipara was 34. 
In three cases fibroids were present: in one case there was a history 


of puerperal sepsis. Apart from the cases in which fibroids were 
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present the uterus was either slightly bulky or of normal size, and 
no abnormality was found in the appendages. 

In all cases the endometrium displayed cyclical changes and 
these were not abnormal. Again, as in the preceding group of 
cases, the endometrium was oedematous and hyperemic and in 
some cases interstitial hamorrhages were present. In five of the 
nine cases, there was in addition a true hyperplasia of the glands, 
the latter being increased in number and size, and their cells were 
high columnar in type. 

In three of these cases the uterus and ovaries were obtained. 
The uterus showed no abnormalities in any of the three cases. The 
ovaries appeared normal to the naked eye and the interest in the 
ovaries, as in the preceding class, lay in their follicular system. 

In the first case the cycle was 35 days, the specimen was ob- 
tained on the 21st day of the cycle and a recently ruptured foilicle 
was found in the ovaries. This suggested that ovulation had been 
delayed, as the normal time for ovulation to occur is the 14th day. 

In the second case the cycle was 35 days, the specimen was 
obtained on the 28th day of this cycle, and the corpus luteum 
corresponded to the 27th day of a 28-day cycle. 

In the third case the cycle was 42 days, the specimen was 
obtained on the 28th day and the corpus luteum corresponded to the 
26th day of a 28-day cycle. In both the last two cases the cyclical 
changes in the endometrium corresponded to the corpus luteum in 
the ovaries. 

It is clear that the results obtained in the three cases do not 
correspond, for in the first case it was certain that ovulation had 
been delayed to the 21st day, while in the other two the appearances 
strongly suggested that ovulation had occurred normally about the 
14th day. It is therefore impossible to draw any conclusions as 
tu the exact etiology of these cases, although it is evident that 
some disturbance in ovarian function was present in the first case 
considered. 

In the seven cases belonging to the second subdivision the 
characteristic feature of the symptoms was an irregular cycle, vary- 
ing in most cases from three to eight weeks, together with excessive 
loss at each period. The ages of the patients were: 26, 30, 46, 46, 
47, 48, and 51. 

In these cases the endometrium was cedematous and hyperemic, 
and in four of the cases there was a simple glandular hyperplasia. 
The ecvclical changes were normal. 

In only one case were the uterus and ovaries obtained. The 
uterus was enlarged through a true myohyperplasia, otherwise it 
was normal. The ovaries, on the other hand, were grossly patho- 
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logical; they were intensely hyperzemic, large follicular hamato- 
mata were present, and there were enormously dilated capillaries 
inthe medulla. These findings again suggested that the cause of 
the irregular hemorrhage lay in the ovaries. 

The number of cases in this third group is too small to justify 
the drawing up of definite conclusions. It is probable that the 
symptoms are determined by ovarian disturbances which involve 
the follicle system and lead to irregularity of ovulation. The hyper- 
eemia and oedema of the endometrium almost certainly account for 
the menorrhagia complained of by the patients of this group, and 
such changes may be the result of ovarian abnormalities. 


Group IV. THE METRORRHAGIC TYPE. 

The fourth group into which the cases have been divided is of 
very great theoretical interest. This group contains 11 cases. 

The main symptom is, that although the menstrual periods 
occur with the normal rhythm and are not greatly excessive, in the 
interval between the periods there is vaginal hemorrhage, which 
usually stops before the next period commences. This intermen- 
strual hemorrhage is frequently accompanied by severe pain in the 
back. The symptoms are very characteristic and the patient in- 
variably emphasizes that the normal menstrual periods can be 
recognized apart from the intermenstrual hemorrhage. This 
hemorrhage may start a few days after the cessation of the last 
menstrual period, or it may start midway between the two periods. 
The patient seeks treatment not because of the excessive loss but 
because of the annoyance of an almost continuous blood-stained 
vaginal discharge. The ages of the patients were: 29, 32, 33, 30, 
36, 37, 38, 38, 39, 42, 45, indicating that the condition arises usually 
in the middle thirties. Six of the patients were multipare. In one 
fibroids were present. 

The symptom intermenstrual hemorrhage is of course frequent- 
ly found in cases of polypi and it must again be emphasized that 
in all 11 cases polypi were excluded and that no local cause for the 
hzemorrhage was found. 

An examination of the curettings of these patients showed 
normal cyclical alterations, but the essential outstanding feature 
was the enormous hyperzemia of the endometrium. This was better 
marked than in any curetting from any other group of cases. 
(Edema was again invariably present. In five cases there was a 
hyperplasia of the lymphoid tissue of the endometrium but simple 
glandular hyperplasia was seen in only one case. 

A consideration of the symptoms and of the conditions found 
iit the endometrium suggests that the intermenstrual hamorrhage 
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was produced through an oozing of blood from the enormously 
hyperemic endomtrium, for in no case were areas of disintegration 
found in the endometrium except during the normal mensirual 
period. , 

In two cases the uterus and ovaries were obtained. The uteri 
showed no abnormality which could account for the symptoms 
beyond the injected endometrium. In both cases the ovaries were 
pathological. ‘the ovaries were enlarged, hyperplastic and hyper- 
zmic. In both cases follicular cysts were found and in both cases 
.the corpora lutea were abnormal. They were larger than normal 
and each was cystic. The lutein cells were very large and conjoined 
in a way similar to that met with in the corpus luteum of pregnancy. 
In each case the cyclical changes in the endometrium corresponded 
to the corpus luteum in the ovary. The ovarian changes were those 
of a true hyperplasia and hypertrophy. 

Some attempt must be made to explain these cases. [| think it 
is undoubtedly true to state that the intermenstrual hemorrhage 
is due to an oozing of blood from the injected and hyperemic en- 
dometrium and that it is not comparable to the hamorrhage of 
normal menstruation which is always associated with a disinte- 
gration of a hypertrophied premenstrual endometrium. The 
intense hyperemia of the endometrium should be attributed to the 
hyperplasia of the ovaries. It is possible that such haemorrhages 
are comparable to the cestrus hemorrhages of lower animals. This 
is merely a hypothesis, but the histological appearances are best 
explained in this way, and the clinical features of the cases sug- 
gested that the patients were sexually well developed, but this is 
inerely an impression. 

In the four groups that have as yet been considered it has been 
shown that there is good reason to believe that the menstrual dis- 
turbances met with in the cases considered, result from ovarian 
disorders and are not, as has been formerly believed, due to ab- 
normalities of the endometrium and myometrium. I am well aware 
that the number of cases completely investigated from the point 
of view of both ovaries and uterus is relatively small and that it 
is fallacious to draw conclusions from an examination of a small 
number of specimens, but the conclusions | have deduced have 
been given with considerable reserve, for the case for the ovarian 
origin of the disturbances could have been given much more 
strongly and this has been deliberately avoided. An analysis of 
the account given above will make perfectly evident the incomplete- 
ness of the investigation. Bevond the demonstration that the 
majority of cases of irregular hemorrhage are related to ovarian 
disturbances, there is no concrete proof of the precise nature of 
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these disturbances in the different groups. It is not claimed that 
in future the bulk of cases of irregular uterine hemorrhage can 
be accurately grouped into various types in which the nature of 
the primary ovarian disorder is accurately and scientifically estab- 
lished. This cannot be done until corroborative evidence has been 
obtained and. more cases have been investigated. It is hoped, 
however, that the etiology of these cases will in future be attributed 
to the ovarian abnormalities, and that the old bogeys of endo- 
metritis and chronic metritis will once and for all be appreciated 
on their merits and not produced as explanations of cases of 
irregular hemorrhage unless there is precise histological proof 
that they really exist. 

Up to the present 152 cases, or approximately 75 per cent. of 
the total cases, have been accounted for. In the remaining 48 cases 
the etiology of the cases is either obscure or can be attributed to 
uterine abnormalities. These cases will now be dealt with. 


¢NDOMETRITIS. 

Of the cases considered, 13, or 6.5 per cent. were proved by 
histological examination to be cases of interstitial endometritis. It 
is not out of place to indicate again the histological appearance of 
the endometrium in these cases. At the outset, it should be em- 
phasized that these appearances correspond to those found in 
inflammatory conditions in other parts of the body. In the acute 
stage the stroma is extensively inhltrated with round cells and 
with leucocytes. The presence of leucocytes helps to differentiate 
the condition from the hyperpiasia of the lymphoid tissue which, 
as has been shown above, is not infrequently seen in the endome- 
trium. Leucocytes are normally found in the endometrium during 
the late premenstrual and the menstrual phases of the cycle and 
considerable experience is required to establish whether an endo- 
metrium is or is not inflamed if the specimen corresponds to those 
phases of the cycle. In true inflammatory conditions, the lesions are 
often scattered irregularly among the superficial and middle layers 
of the endometrium, wheras in normal specimens of these phases 
of the cycle the leucocytic infiltration is more diffuse. Plasma 
celled infiltration is invariably found in the true inflammatory 
conditions and the use of Pappenheim’s stain is the simplest 
method for establishing the diagnosis of endometritis. 

The cyclical changes in the endometrium can be readily observed 
in the glands, and, as Schroder has shown, so long as the ovaries 
are not involved in the inflammatory process, the response of the 
undamaged glands to the ovarian stimulus is unchanged, though 
through severe local inflammatory reactions the general appearance 
of the endometrium may be very much altered. 
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The number of cases of endometritis in this series is small and 
does not offer an accurate estimate of the frequency of this disease. 
At the present day, it is not the custom to curette the uterus in 
cases in which the diagnosis of endometritis is well established, 
for it is difficult to believe that curettage in such conditions has 
any great therapeutic value, and in severe acute cases, by producing 
fresh areas for intection may do more harm than good. It is very 
doubtful if the bulk of the endometrium is ever removed in the 
operation of curettage, for, if a uterus after removal by operation is 
subsequently curetted caretully and then incised and its cavity 
explored, it is remarkable to see how much endometrium remains 
behind. It is, therefore, difficult to believe that curettage of the 
uterus is likely to allow the removal of the greater part of the 
infected material. Some of the infected endometrium will remain 
behind and give rise to infection of the denuded areas. For these 
reasons, the operation of curettage for endometritis, post abortum, 
and post partum is at the present time almost universally con- 
demned, and it is for this reason that the number of cases of 
endometritis examined is so small. 

Of the 13 cases, in eight there was no relation to pregnancy. 
In one case a purulent discharge followed Cesarean section. The 
operation was followed by uterine sepsis and there was good reason 
to believe that the silkworm gut sutures used at the operation gave 
rise to the persistent sepsis. The other cases were probably the 
result of gonococcal infections, although they were not all accurately 
investigated from this point of view. 

In all cases the essential symptoms were hemorrhage and 
discharge. In no case was there a history longer than two months, 
with the exception of the case following Czesarean section. In 
seven out of the eight cases the hamorrhage was continuous, the 
maximum duration of hemorrhage being two months. In the other 
case there was no history of continuous haemorrhage, the menstrual 
periods occurred with their normal rhythm, but the duration of the 
period was increased from four to ten days. In three cases the 
hwmorrhage was very severe at its onset, gradually being reduced 
in amount. In four out of the eight cases the menstrual periods 
could not be distinguished from the continuous vaginal hemorr- 
hage. 

Clinically one has the impression that sudden severe hemorr- 
hage associated with a purulent discharge, or continuous vaginal 
hemorrhage occurring separately and independently of the men- 
strual periods associated with a discharge, are important syndromes 
for recognizing this condition. It will be observed that in no case 
was there a long history of hamorrhage. This ts almost certainly 
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related to the peculiarities of the cyclical changes in the endome- 
tr1um which enable the intected endometrium to be shed at each 
monthly period, so that provided that reintection does not occur 
or the basal layer is not involved, the local condition tends to heal 
spontaneously. If the infection is very severe and the bacteria are 
virulent, septicazmia may result or the infection may spread to the 
Fallopian tubes. It is probable that in the rare cases when infection 
occurs either during or atter menstruation, the basal layer becomes 
involved because of the denuded state of the endometrium and in 
such cases, the inflammation tends to become chronic, but a chronic 
infective endometritis due to pyogenic organisms apart from cases 
of reinfection should be regarded as a rare disease. 

In only four cases was the endometritis the result of an abortion 
complicated by sepsis. This condition is, as it is well known, 
responsible for a large number of the cases of continuous vaginal 
hemorrhage which follow abortion, but such cases usually clear 
up with douches and drugs and it is only rarely that curettage is 
performed. All the four patients gave the history of continuous 
hemorrhage and in all four cases the curettings showed imperfect 
involution of decidual cells which is a well-known feature of the 
endometrium of these cases. 

The consideration of these cases shows that chronic infective en- 
dometritis is relatively an uncommon condition and that the majority 
of cases of irregular uterine hemorrhage have no relation what- 
soever to endometritis. As it is one of the purposes of this contri- 
bution to emphasize the exact place which endometritis holds in 
these cases a review of the types of endometritis is perhaps not out 
of place. 

Acute endometritis may follow acute infections such as typhoid 
fever, cholera, influenza and pneumonia. ‘These cases are not met 
with at all commonly at the present time: they were known to 
Récamier, Nélaton, Virchow and Matthews Duncan. | can recall 
one case of a young woman who was admitted to hospital with 
sudden very severe vaginal haemorrhage. There were no physical 
signs in the pelvis on which the hamorrhage could be explained. 
She had, however, a high temperature and my colleague Dr. 
Donaldson recognized the condition as endometritis complicating 
typhoid fever. 

Acute endometritis may follow 
bodies into the uterus, e.g. intra-uterine pessaries, uterine sounds, 
Jaminaria tents, cervical dilators and 


the introduction of foreign 


radium tubes. It occurs 
commonly in cases of acute gonorrhoea, The majority of cases, 
however, are met with in relation to pregnancy, and take the forms 


of puerperal endometritis or endometritis post aborlum. As I have 
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indicated above, in all these cases except when there are retained 
products of conception, the acute form of endometritis does not 
usually persist and become chronic. 

The local symptoms of acute endometritis are essentially puru- 
lent discharge and hemorrhage, the latter taking the form of severe 
hemorrhage at the onset, which usually persists for a few weeks. 

The chronic forms of endometritis on the whole accompany 
some persistent source of infection in the utefus, for example, in 
cases of infected fibroid polypi, carcinoma of the cervix and of the 
vody of the uterus, and the rarer neoplasms such as sarcoma and 
chorion epithelioma, it is frequently found that the endometrium 
unaffected directly by the disease is chronically inflamed. The 
tubercular forms and the very rare syphilitic forms of endometritis 
can be included in this group, as should cases of pyometra. 

In all these types, inflammatory changes comparable to change 
met with in inflammatory conditions in other parts of the body 
can be demonstrated by histological examination of the endome- 
trium and the term ‘endometritis’ should be limited to this type 
of case. 

35 cases remain to be accounted for. In 16 of these cases 
the patient was complaining of an increased loss at the time of 
the menstrual periods though the cycle was unaltered. The ages 
of the patients varied from 22 to 51 years. Seven of the patients 
were nulliparee. No physical abnormality was found in the pelvis 
to account for the menorrhagia and no abnormality was detected 
in the endometrium except that in a few cases there was oedema 
and hyperemia. There was no opportunity to examine the ovaries 
of any of these cases. 

In the remaining 19 cases the patients complained of continuous 
vaginal hemorrhage, there were no physical abnormalities to 
account for the hemorrhage and in the majority of cases the 
endometrium showed no abnormality. In two cases, however, adeno- 
matous polypi were found in the curettings. The ovaries and 
uterus were not examined in any of these cases. It was found 
impossible to account for the continuous haemorrhage by examina- 
tion of the endometrium. It is possible that in some other cases 
adenomatous polypi were present, and perhaps in others the 
extensive hyperzemia was responsible for the hamorrhage, but such 
explanations are unsatisfactory. 

If the cases are now analysed, it is seen that 76 per cent. of 
cases fall into fairly well defined groups, in which there is some 
evidence of a disturbed relation between the ovaries and the uterus. 
In 17.5 per cent. cases, no explanation for the disturbed menstrual 


functions could be found, nor in these cases was any definity 
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cause for the abnormal bleeding discovered in the endometrium. 
Nevertheless, there was no justification for using the terms ‘chronic 
endmetritis’ and ‘chronic metritis’ for these cases. 

For these reasons, it is best to reserve any opinion as to the 
etiology of these cases until further work has been done. 

I have not considered, up to the present time, the question of the 
relationship of general metabolic and endocrinal disturbances to 
irregular uterine hemorrhage. It is always extremely difficult to 
attribute menstrual abnormalities to such diseases, for, in the major- 
ity of cases there is no obvious association and it is undoubtedly 
true that in the past any association that there may be, has been 
grossly exaggerated. It is possible that in many of the 200 cases 
investigated some such conditions have been present, but it was 
found impossible to assign the cause ef these abnormal hamorr- 
hages to general metabolic disturbances. It should be remembered, 
however, that this investigation has been limited to the local 
changes in the ovaries and uterus, for the wider question is far 
beyond the scope of our knowledge at the present time. 

The question of nomenclature now arises. The sole point in 
favour of using the term ‘chronic metritis’ is that it has been 
employed for many years to indicate this type of case. From the 
etiological point of view it has nothing in its favour and I feel 
very strongly that it should be discarded. Aschoff, nearly twenty 
years ago suggested the term ‘metropathia’ for these cases, and 
if one considers the neutral point of view represented by this term 
and its almost universal use abroad, it seems that no better termin- 
ology can be employed. The main objection to the term is that 
it gives a wrong impression of the etiology, attributing the cause 
to the uterus and not, as it should be, to the ovaries. On the other 
hand, it cannot be claimed that the precise alterations in the ovaries 
are known at the present time and such a term as ‘Ovarian Bleed- 
ing’ is obviously unsuitable. 

It is, therefore, proposed that the terms ‘chronic metritis’—apart 
from the true authentic cases which are extremely rare—‘delayed 
subinvolution,’ ‘hypertrophy, ’‘ menopausal hzemorrhages,’ ‘fibrosis 
uteri,’ should be discarded and the term ‘Metropathia’ be used for 
these cases. Cases of true endometritis should, of course, be con- 
sidered separately and for such cases there is no cbjection to the 
use of the term ‘endometritis.’ 

There would be very little difficulty in classifying these cases 
as follows : 

(a) Metropathia. 
(b) Endometritis. 
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The first group might then be subdivided as follows : 
Metropathia : 

1. Cases with reduced cycles in- which ovulation occurs too 
frequently : suggested term the ‘epimenorrhoeal group.’ 
Cases of Schréder’s ‘metropathia hemorrhagica.’ Although 
this term has very little in its favour, there is no simple 
short alternative. 

Cases with prolonged cycles—the ‘hypomenorrhoeal group.’ 
Cases with intermenstrual hemorrhage: the ‘metrorrhagic 
form.’ 

Cases of simple menorrhagia with no local cause: the 
‘menorrhagic form.’ 

Cases of continuous hemorrhage with no satisfactory cause. 


SUMMARY. 

An investigation into the etiology of the clinical conditions 
which are referred to under the terms chronic endometritis, chronic 
metritis, fibrosis uteri, delayed subinvolution, menopausal hzemorr- 
hages, climacteric bleedings, has been made. Use has been made 
of previous work on menstruation and on ovarian histology so 
that a physiological basis could be employed to enable pathological 
conditions to be recognized. 

It has been shown that in only a few cases can irregular uterine 
haemorrhage be attributed to infections of the endometrium. Such 
cases offer no difficulty in diagnosis for the clinical history in most 
cases strongly suggests that an inflammatory lesion exists in the 
endometrium and the symptoms are fairly characteristic. The 
diagnosis of these cases can always be established without difficulty 
by an examination of curettings. Acute endometritis is commonly 
met with after abortions and delivery at term. 

Chronic endometritis is, relatively, a rare disease, for acute 
endometritis tends to be followed by spontaneous healing. Cases 
of endometritis present pathological features comparable with 
those found in infections in other parts of the body. The 
term endometritis should be limited to this type of case and 
conversely no case should be labelled endometritis unless there is 
precise clinical or histological evidence of an infection of the 
endometrium. 

The majority of cases of irregular uterine hemorrhage have no 
relation whatsoever to infections of the endometrium. 

Chronic inflammatory conditions of the myometrium are met 
with only in cases of gross infections of the pelvic organs and 
apart from severe adnexal inflammations, puerperal infections, and 
degenerate malignant growths of the uterus, are extremely rare. 
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Cases of irregular uterine hemorrhage in which such patho- 
logical conditions can be excluded, should not be attributed to 
chronic inflammations of the myometrium, and the term chronic 
metritis should not be employed unless there is strong clinical 
evidence of the presence of these inflammatory lesions. Apart from 
such cases, chronic meétritis should be considered as a rare disease 
and of little importance from the clinical aspect. 

The policy of labelling cases of irregular uterine hemorrhage 
which present no physical signs, with the terms chronic endometritis 
and chronic metritis is to be condemned, for it is not based on 
pathological findings, and, although such procedures may be easy 
methods of explaining symptoms, they have retarded progress in 
researches into the physiological and pathological sides of gynz- 
cology. 

The present day view of the etiology of irregular uterine 
hemorrhage attributes the majority of cases to subinvolution 
changes in the vessels of the uterus. This view is based upon the 
work of Goodall on the involution changes in the puerperal uterus. 
Objections to this conception raised on theoretical grounds have 
led to a repetition of Goodall’s work. An explanation of the involu- 
tion changes in the vessels of the uterus has been given which 
differs in almost every respect from that of Goodall. It has been 
shown that there is no evidence of the growth of a new vessel within 
the lumen of the old parent vessel in the process of involution. 
The involution of the arteries of the puerperal uterus is through 
a granular atrophy of the muscle wall and the calibre of the lumen 
of the vessel is reduced by means of a proliferation of the sub- 
endothelial tissues. 

In the case of the veins a hyaline degeneration of the media 
occurs which, through both swelling and distortion, reduces the 
calibre of the vessel. The lumen of the veins is also reduced by 
swelling of the subendothelial tissues. The hyaline tissue of the 
media becomes absorbed as involution of the vessel proceeds. 

The involution of the sinuses of the placental site is very similar 
to that of the veins. 

The elastic tissue content of the uterus is increased after each 
pregnancy. Elastic tissue is deposited around the vessels, particu- 
larly around the veins, in the media and internal elastic lamina 
of the arteries, and also between the muscle bundles of the myo- 
metrium. Connective tissue is also deposited around the vessels. 
The increase in the amount of elastic tissue is to be regarded as a 
physiological process and there is no reason to believe that the 
deposit of elastic tissue is in any way determined by subinvolution 
changes in the uterus, The results of the investigation of the 
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condition subinvolution suggest that during subinvolution the 
deposit of elastic tissue is retarded. 

Through the proliferation of the subendothelial layer of the 
arteries in the process of involution, the impression may be given 
that the internal elastic lamina of the vessel is being displaced 
externally. The internal elastic lamina at a later stage of involu- 
tion assumes its old position. 

It has been shown that the amount of elastic tissue in the uterus, 
apart from a few minor alterations with age, depends solely upon 
the parity of the patient and is independent of local conditions in 
the pelvis. Cases in which a large amount of elastic tissue can be 
demonstrated have been obtained from patients who have suffered 
from no menstrual disturbances whatsoever. 

It is, in consequence, concluded that irregular uterine hzmorr- 
hage is in no way determined by the amount of elastic tissue present 
in the uterus. No association between subinvolution and irregular 
hzmorrhage has been found. 


An atrophy of the muscle cells of the myometrium occurs after 
the menopause whether the latter is physiological or induced by 
therapeutic measures or disease, with the result that the proportion 
of fibrous tissue to muscle is greater than in the child-bearing 
period of life. The uteri of women who have borne a large number 
of children are firmer than the uteri of nullipare through the 
deposit of elastic and connective tissues. No evidence has been 
found of the existence in menstruating women of a condition 
in which the muscle cells of the uterus are replaced by fibrous 
tissue. 


For these reasons it is maintained that cases of irregular uterine 
hzmorrhage should not be attributed either to subinvolution or to 
a fibrotic state of the myometrium. 


It has been shown that in a large number of cases of irregular 
uterine hemorrhage ovarian disturbances can be demonstrated. 

The most interesting group of cases is that described by 
Schréder under the term Metropathia Hmorrhagica. In ‘this 
disease, which should be regarded as a clinical entity, the endo- 
metrium is thickened and in parts hyperplastic: cystically dilated 
glands are found and there are areas of necrosis in the superficial 
and middle layers. These peculiarities of the endometrium are 
associated with constant disturbances in the functions of the 
ovaries, which result in an inhibition, either of the precess of 
ovulation or of the full development of the corpus luteum. The 
follicle which is affected becomes cystic and persists in the ovary. 
The continuous vaginal haemorrhage complained of by patients 
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with this disease, is produced by necrosis in the superficial layers 
of the endometrium. 

The second large group into which cases of irregular hemorr- 
hage can be divided, consists of those cases in which the history is 
given that the menstrual cycle is reduced and that the menstrual 
haemorrhage is excessive. It has been shown that in these cases the 
ovarian cycle is reduced in time and that ovulation occurs more 
frequently than normally. Other ovarian disturbances can be 
demonstrated, but locally in the uterus no abnormality is present 
except that the endometrium is hyperemic and oedematous. 

It has been found possible to group together other cases of ir- 
regular uterine haemorrhage from a consideration of the symptoms 
presented and in the majority of such cases ovarian disturbances 
have been demonstrated. 

The relationship of infective endometritis to uterine hamorr- 
hage has been investigated and it has been shown that only a small 
proportion of cases of irregular haemorrhage are due to this disease. 

The investigations have shown that in the majority of cases of 
irregular uterine haemorrhage the etiology cannot be attributed 
to inflammatory lesions in the endometrium or myometrium. The 
evidence that has been produced indicates that apart from cases 
of infective endometritis, such cases are related to ovarian disturb- 
ances. 

It is advocated that the term Metropathia be employed to de- 
scribe these cases and that the various clinical types be referred 
te under names which indicate the characters of the symptoms. 

This method of classification has much in its favour from the 
clinical point of view, but it is quite probable at a future date that 
some overlapping will be found to occur. It is mainly for this 
reason that the neutral term Metropathia is advocated for these 
cases. 

The results obtained should be regarded in the light of a new 
attempt to determine the etiology of cases of irregular uterine 
haemorrhage. It is hoped that it will stimulate further investiga- 
tions into these cases, although it is realized that clinically the 
cases can be recognized and treated without difficulty and for this 
purpose an accurate knowledge of their pathology is unnecessary. 


CONCLUSIONS. 

1. Chronic endometritis is relatively a rare disease and accounts 
for only a small percentage of the cases of irregular uterine 
hzemorrhage which present no physical signs. 

2. Such cases cannot be accounted for by chronic inflammatory 
conditions of the myometrium, 
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3. The involution of the puerperal uterus has been re-investi- 
gated, and it has been shown that the views of Goodall cannot be 
supported. ‘The vessels of the uterus are reduced in size through 
atrophic changes in their walls, which, in the case of the veins 
and sinuses, are peculiar in that a hyaline degeneration first occurs. 
The reduction in the calibre of the lumen is mainly determined 
by a proliferation of the subendothelial tissues. 

4. The elastic tissue content of the uterus is invariably increased 
after each puerperium, so that the uterus of a multipara who has 
borne many children always contains a large amount of elastic 
tissue. This deposit should be regarded as physiological. It is 
not determined by the condition subinvolution. 

5. There is no reason to believe that the elastic tissue content of 
the uterus in any way controls the incidence of irregular catamenia. 
There is no evidence to support the view that cases of irregular 
uterine hemorrhage are determined by subinvolution. 

6. 26.5 per cent. of cases of ‘irregular uterine haemorrhage’ 
admitted to hospital were shown to belong to the group of cases 
described by Schréder under the term Metropathia Hamorrhagica. 
An account has been given of the morbid anatomy and clinical 
features of this disease. 

7. The commonest form of menstrual irregularity is that in 
which the cycle is reduced and the periods are excessive. It has 
been shown that the excessive bleeding can be attributed to hyper- 
wmia of the endometrium. The alteration in the menstrual cycle 
is due to ovarian disturbances which lead to a reduction in the 
ovarian cycle. 

8. It has been found possible to classify other cases into well- 
defined groups in which ovarian disturbances can again be demon- 
strated, but in 17.5 per cent. of cases no explanation of their 
etiology has been offered. 

g. An account has been given of the morbid anatomy and 
clinical features of the cases of endometritis that have been 
investigated. 

10. It has been proposed that the term Metropathia be used to 
describe those cases of irregular uterine haemorrhage in which there 
are no physical signs to explain the abnormal hemorrhage and that 
the terms endometritis and chronic metritis be strictly limited to 
cases in which a true infection of the uterus can be demonstrated. 
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ILLUSTRATIONS. 

Fic. 1. All the photomicrographs of the uterus during involution have 
been taken from sections with Weigert and van Gieson. The photograph 
shows the involution changes in a sinus of the placental site. The wall is 
composed of structureless hyaline tissue which has undergone considerable 
distortion. The lumen is reduced through a proliferation of the subintimal 
layer. Fibrous tissue and a small amount of elastic tissue have been 
deposited at the periphery of the sinus. The photographic method employed 
does not differentiate between elastic tissue and connective tissue. The 
specimen was obtained from a primipara during the 6th week of the 
puerpetium. 


Fic. 2. From the same uterus as Fig. 1. Low power. The photograph 
shows a branch of the uterine artery. There is no thrombus present and 
little if any hyaline change in the media. The internal elastic lamina is 
in some places split into layers. The proliferation of the subintimal tissues 
is scen. Around the artery connective tissue has been deposited. The 
yeins, which are scattered around the artery, show connective tissue de- 
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posited in their walls and also in the tissues surrounding them. The 
distortion of the wall of the vein, together with a small degree of subintimal 
swelling which can be seen in the uppermost vein, leads to a reduction in 
the size of the lumen. There has been a deposit of elastic tissue in the 
tissues around the vessels and also in the connective tissue between the 
muscle bundles in the immediate vicinity. 

Fic. 3. An involuting artery—from the same case as the two preceding 
specimens. The proliferation of the subintimal tissues with the apparent 
outward displacement of the internal elastic lamina can be seen. The 
tissue surrounding the vessel which appears black in the photograph, 
consists almost entirely of fibrous tissue. There is, however, a little elastic 
tissue present here, also in the media of the artery and in the connective 
tissue between the muscle bundles in the upper part of the photograph. 

Fic. 4. An involuting artery of a multipara of the 28th day of the 
puerperium. In this case almost the whole of the tissue which appears 
black in the photograph consisted of elastic tissue. There is no thrombus 
in the vessel, the subintimal tissues are swollen, the internal elastic lamina 
is split into layers and there has been a large deposit of elastic tissue in 
the media and in the tissues surrounding the vessel. The patient had 
borne seven children and probably the bulk of this elastic tissue had been 
deposited in previous puerperia. 

Fic. 5. An involuting vein from the same specimen. The black tissue 
consisted of elastic tissue. Its arrangement around the vein shows that 
it was originally laid down between the muscle bundles of the uterus. In 
the multiparous uterus elastic tissue is found in greatest amount in this 
region. 

Fic. 6. (Coloured Plate). The uterus and appendages from a case of 
Metropathia Heemorrhagica. The muscle wall of the uterus is thicker than 
normal. Large red polypoidal projections from the endometrium protrude 
downwards. Their surfaces are smooth. The polypoidal condition involves 
the greater part of the endometrium of the body, but does not encroach 
upon the cervical canal. The characteristic cyst is seen in the ovary on 
the left. The opposite ovary contains two ripening follicles. 

Fic. 7. The endometrium of a case of metropathia hamorrhagica. The 
cystically dilated glands are seen and the dense hyperplastic stroma is also 
shown. 

Fic. 8. A cystic gland under high magnification. The compact stroma 
is seen at the periphery. The epithelial lining of the gland is in part 
columnar and to the right is heaped up. A few goblet cells can be seen 
on the left. The large cells can be seen in the lumen mingled with secretion 
and surrounded by round cells and leucocytes. 

Fic. 9. From a well marked case in a woman of 27. The photograph 
shows the enormous hyperplasia of the glands of the endometrium, the 
tubules being crowded together to give the appearance of an adenoma. 

Fic. 10. A low power photograph of the endometrium of a case of metro- 
pathia hemorrhagica. In the lower part of the section the myometrium 
can be seen and the tendency to adenomyosis in these cases can be made 
out. To the left, in the middle zone of the endometrium, cystically dilated 
glands with cells in the lumina can be seen. In the superficial layers the 
areas of necrosis with disintegrating glands are shown. 

Fic, 11 A high power photograph of an area of necrosis, In the lower 
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part of the field, a normal tubular gland surrounded by normal stroma cells 
can be seen. Above this, near the centre of the field, is a tubular gland 
which is disintegrating. In the upper part of this tubule, the cells have 
separated from the basement membrane. The gland shown in the upper 
part of the field is degenerate, the cells stain feebly, are widely separated 
from each other and only the general contour of the gland can be seen. 
The surrounding stroma is infiltrated with leucocytes and round cells. 

Fic. 12. The photograph shows the changes in the middle of an area 
of necrosis. The epithelial cells of the glands are widely separated from 
each other : the surrounding stroma is infiltrated with red blood corpuscles, 
most of which are old and degenerate. 

Fic. 13. A recently ruptured follicle which has become cystic, found 
as a cyst in a case of Schréder’s Metropathia Heemorrhagica. The granulosa 
and theca lutein cells can be identified without difficulty. In this case the 
site of the stigma was demonstrated. 

Fic. 14. A cystic form of a ripening follicle. The granulosa cells are 
large but spread irregularly along the wall of the cyst. They are separated 
from the theca interna cells by the hyaline lamina. This condition probably 
represents a late stage of a ripening follicle which has become cystic, but 
is atypical because of the large size of the granulosa cells. In this case a 
stigma was not found. The specimen was obtained from a case of Metro- 
pathia Hzemorrhagica. 





On the Aetiology of Prolapse of the Uterus. 


By JouN Rickman, M.A., M.D., B.Ch. (Cantab.). 


Chief Assistant, Mental Out-patients, St, Thomas’s Hospital, 
Psycho-Analysis Physician, London Clinic. — 


' 


1. INTRODUCTION. 

A physician without any special experience of gy neecology must 
preface his paper on a difficult topic in a specialist Quarterly with 
an explanation if not an apology. 

A clinical case presented problems for solution which could not 
be resolved by the highly practical English approach to prolapse 
epitomized in Simpson’s formula. The Continental. authors 
seemed to lend assistance but. there was no recognized way of. 
uniting their work to the English teaching—in a word, the whole 
aetiological question had to be re-surveyed. The survey here given 
makes no pretence of being practical in the sense-of being immedi- 
ately useful. It is, if anything, too theoretical, but it merits 
consideration as an attempt to connect some work on the Continent 
with English views in a way that has not been done before. 

It seems to the e 


“outsider” that gynecology, in common. with 
many other branches of medicine, lacks an organized, or if you 


will a philosophical, attitude in its etiological tabulations; these 


lists of causes vet longer and longer as the experience of generations 
Ss 5 S 5 

of teachers adds further details from the bedside, operating theatre 

or mortuary, but they do not get more intelligible. 


2. SIMPSON’S FORMULA FOR THE ZETIOLOGY OF -PROLAPSE. 

Simpson’s approach is to a high degree practical, but from a 
theoretical aspect is a mere agglomeration without internal 
cohesion, and does not make the ztiological, apart from the thera- 
peutic, problems more intelligible. Simpson divides the factors 
into active and passive, the former anatomical, the latter with no 
obvious relation to one another except clinical convenience; thus 
he speaks of faults in the perineum, vaginal walls, ligaments, 
pelvis, as passive; enlargement of the uterus or neighbouring 
organs, increase of suprapelvic pressure, tumours, improper dress, 
long continued muscular exertions, and so on, as active. 

No one could question the completeness of this list of factors in 
the sense that, when faced with the immediate need to advise a 
patient desiring treatment, the physician has to run over all the 
causes in his mind and decide upon which of these to rectify. It 
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embodies the practical English bedside method of teaching, but 
it takes no account of the interesting, if somewhat theoretical, inves- 
tigations of Burger, Flatau, Halban, Heyneman, Kupferberg, 
Menville, Spiegei and others. These Continental authors, as we 
shall see, have something to say on prolapse which is seldom 
mentioned in the English literature, but it does not seem inaccurate 
and must therefore be organically woven in, to make any etiological 
formula complete. 


3. A GENERAL AETIOLOGICAL FORMULA. 

The need for a general zetiological formula is not felt so long as 
the view of disorder is dominated by a search for factors which can 
be remedied by operative or other forms of treatment. For example, 
the discovery of Koch’s bacillus followed by his researches on 
tuberculin tended to deflect the attention of investigators for a 
time from wider, if less concrete, views of the zetiology of tuber- 
culosis, and operations on Mackenrodt’s ligament (Tweedy and 
others), though not brilliantly successful, played a part which 
Mackenrodt himself would probably have deplored—the operation 
on the ligament, not the position of the ligament in an ztiological 
evaluation, became decisive in assigning its place in an etiological 
table. By this method such tables are likely in the course of years 
to grow longer and more detailed without having any direction or 
focus. 

The lack of a general aetiological formula to include all possible 
causes for any branch of medicine drove a worker in another field 
(psychopathology,? in which the ztiological complexities are as 
great as those in gynecology) to devise one for his own branch 
which can be used in all. Assuming that zetiological factors can 
vary quantatively as well as qualitatively, and that they can combine 
to produce their effect, he divided them into four groups: (i) Pre- 
disposing or Constitutional, (ii) Specific, (iii) Contributory, (iv) 
Inciting. Predisposing Factors are those in the absence of which 
the effect would never come about, but which alone, no matter to 
what degree they may be present, are incapable of bringing about 
the effect if the specific factor is lacking. The Specific Factor is 
one which is never absent when the effect takes place, and which in 
the required quantity or intensity can bring about the effect onty if 
the predisposition is present as well. Contributory Factors are 
not necessarily present every time and are unable to produce 
the effect alone but co-operate with predisposition and the specific 
factor to make up the ztiological formula. The Inciting Factor 
is that which immediately precedes the effect. Since the predis- 
posing and specific factors are both present in every case, it is 
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necessary to distinguish them; in brief, it may be said that the 
former has the quality of long duration and little alteration in its 
condition, whereas the latter corresponds with an indispensable 
‘ause that has more recently come into action, and further, the 
specific factor, though it may be found in a number of other 
conditions, has a specially close relation to the disease in question. 

Example: Pulmonary Tuberculosis. 

Predisposing Factor: Constitutional. 

Specific : Koch’s Bacillus. 

Contributory: Everything that lowers resistance. 
Inciting : An infection such as a cold. 


4. APPLICATION OF GENERAL ETIOLOGICAL FORMULA TO PROLAPSE 
OF THE UTERUS. 

Applying this formula to the etiology of prolapse, the argument 
that I put forward is that in the etiology of prolapse there is :— 

A predisposing factor, which is constitutional, 

A specific factor, which is an increase of intra-pelvic pressure, 

Contributory factors, which include a variety of phenomena 

themselves requiring subdivision and classification. 

Inciting causes. As this etiological factor presents no difficulty 
I propose to dismiss it at once. An inciting cause, the simplest 
example being an unexpected fall,? usually immediately precedes 
the onset of the disorder. 

A constitutional factor is present in all patients having prolapse 
in small or great degree, but no amount of predisposition causes 
the uterus to descend or protrude unless the intra-pelvic pressure is 
raised, so that the intra-pelvic pressure is the specific factor. Con- 
versely, if the intra-pelvic pressure is raised to the maximum of 
which that individual is capable, prolapse will not occur unless 
there is some constitutional defect. To take an example : In case of 
pelvic mal-development (with spina bifida and other abnormalities) 
the predisposing cause may be at the maximum, the pelvic floor may 
be a thin sheet of tissue and the suspending structures only threads, 
but there is not necessarily prolapse ; if in these cases the new-born 
child merely coughs or cries or is held in the vertical position the 
intra-pelvic pressure will be raised and prolapse will result at once. 
Conversely, if the pelvic floor and suspending tissues are constitu- 
tionally very strong, no amount of coughing or straining or lifting 
weights, or long hours of heavy work every day or anything else 
of the kind, will bring about prolapse. 

As to contributory factors: if the supporting or suspending 
structures are weakened by accidents in childbirth from being 
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unduly stretched or torn, we may say that the accident has con- 
tributed to the prolapse; conversely, if the genital tissues undergo 
subinvolution at the puerperium or become lax at the climacteric 
prolapse will not occur unless the patient ‘strains.’ In the virginal 
and other obscure cases, which present so much difficulty to some 
authors,‘ we shall have to investigate our contributory factors with 
special care. 


5. CONSTITUTIONAL FACTORS. 

(a) General Considerations. Assuming that the predisposing 
factor is constitutional, we may ask (i) whether the defect is a 
general one of the bony and soit parts of which prolapse is one 
feature, or (ii) whether the constitutional weakness affects only 
certain (Supporting) tissues, so that though all viscera drop the 
pelvic viscera manifest the disorder earlier, or (iii) whether there 
is a genital factor, a special organ-inferiority of the genital 
apparatus of which prolapse is only one symptom (this awaits 
demonstration, but it is a possibility to be considered), or (iv) 
whether the constitutional factor is of a nervous character, a defect 
in reflex tone. 

I do not see how an answer can be given to these questions at 
the moment, their utility residing rather in a direction they give 
to thought; but examining our material it seems that we can do 
something with constitutional factors though it may only be to 
grade them. This formula has the merit of including all the 
constitutional elements which have been mentioned in the literature 
and leaving it an open question how far they may be present in 
any given case. 

(b) Extensive Defect of the Pelvic Apparatus. Turning first 
to the cases of extensive defect of the pelvic apparatus, we find 
cases of congenital prolapse, though these are rarities. It is 
nearly always associated with spina bifida,®? and the defects of 
the visceral supports are considerable. 

(c) Lesser degrees of Abnormal Development. The next 
“orade’’ in congenital defect, or lesser degrees of abnormal 
development, range from defects such as occult spina bitida,® slight 
diminution of pelvic tilt and diminution in the size of pelvis to 
imperceptible variations that may be reckoned as practically normal. 

The evidence for the frequency of intermediate degrees of 
abnormality is not very precise. In 680 cases examined by Flatau® 
it was found that the normal inclination was 45-50°, but that in 
cases of prolapse the tilt was only 38-45°. The lesser tilt in prolapse, 
he says, was particularly constant.’? He associated this with a 
mild degree of Infantilism (Infantilismuskomplex of Mathes) and 
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thought that the more nearly vertical position of the pelvis in 
these cases increased the effect of intra-abdominal pressure.4 
Paramore!” puts the matter the other way about; he regards the 
pressure as the agent in producing descent of the organs from the 
infantile abdominal position to the pelvic adult position, and the 
reflection of the forces of impact when the child coughs or strains 
as the cause (among others presumably) of the straight sacrum 
becoming curved. If this argument is pushed a little further, 
infantilism is seen as a sign of a diminished tendency to react to 
external forces—-an argument for which there is much to be said. 

Another infantile feature which may persist is a more or less 
vertically disposed uterus halfway between anteversion and retro- 
version. It is sometimes assumed" that the uterus does not descend 
unless there is this direction of the uterine axis; if, therefore, the 
organ is already in this position (infantilism) prolapse would be 
more likely to occur. No body of evidence has been adduced that 
uteri which descend have maintained this position since infancy, 
and it has been shown! that the uterus can descend although tt 
had not first assumed the vertical position. 

Another anomaly of the pelvis which has been associated with 
prolapse and constitutional factors in the etiology of prolapse is 
the configuration of the bony pelvis. Menville!® and Macnaughton 
Jones!® noted abnormal width of pelvis, and Burger! found a 
correlation between it and too small a tilt. It is difficult to judge 
the importance of this element. One would think a broad pelvic 
aperture might favour uterine prolapse in virgins because it would 
allow more rise and fall of the uterus wtih variations of intra- 
abdominal pressure and so would require stronger uterine support, 
whereas in diminishing the chance of accident at childbirth 
(laceration of levator ani) its tendency would be against post- 
parturient descent. 

(d) Introducing the Nolion of Quanlity. \t will be seen that 
there is a more or less continuous series beginning with a few rare 
cases of congenital prolapse associated with grave pelvic defect 
and progressing probably to a much larger number with some 
discernible but slight anomaly. This introduces the element of 
quantity into the etiological formula, that is to say, we have to 
attempt to assess the amount of each factor in the combination 
which brings about prolapse. It is in accord with probability that 
the cases in which the factor is almost exclusively congenital should 
be rare, and that those in which there is an etiological conglomera- 
tion should be the most frequent. Similarly in the case of the 
factor next to be considered we should, on grounds of probability, 
expect to find those cases in whieh the factor of enormous amounts 
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of work, acting almost in isolation, has caused the prolapse are rela- 
tively few, whereas hard work plus some slight pelvic anomaly would 
be more frequent. The advantage of introducing a quantative factor, 
if only implicitly, is that it should lead to a fresh survey of the cases 
illustrating each zetiological factor in order to assess the better the 
importance of each element, e.g., if the influence of childbearing 
and hard work is the same in a given group the incidence of the 
prolapse should, other things being equal, vary with the pelvic 
anomaly (tilt or what not). 


6. SpeciFic FACTOR: INCREASE OF INTRA-PELVIC PRESSURE. 

It is at once obvious, if the formula is applied carefully, that 
the only etiological factor, other than the constitutional, which is 
never absent, is increase of intra-pelvic pressure. We have now 
to consider some of the situations producing this increased pressure. 

(a) The ‘factor of work. Setting aside all other considerations, 
let us consider the work factor so far as possible in isolation. [| 
have searched the literature in vain for statistics that show among 
women who are of the same age and have gone through the same 
experiences in childbearing a greater incidence of prolapse among 
the heavy industrial and domestic occupations than in the light 
ones. The following figures are given less as a basis for deduction 
than to show the difficulties to be overcome in using the statistics 
and some errors to be avoided. Goljanitzki® records that out of 
566 women who came to the Health Commission of the Moscow 
Health Department for various disorders other than gynecological 
138 (24.3 per cent.) also had prolapse of the uterus. These 138 
with prolapse of the uterus were classified according to occupation, 
but the ages of the individuals were not mentioned nor whether 
parous ‘or nulliparous. The percentages were as follows : House- 
wives 23; ‘‘Dailies’’ (domestics) 21; ‘‘Generals’’ (domestics) 12.6; 
Washwomen 9.8; Tailoresses 9.4; Hospital Charwomen 6.5; 
Spinning Trade 4.2; Teachers 2.9; Seamstresses ‘2.9; Women 
Clerks 2.1; Women Commissionaires 1.4; Dental Technicians 0.7 ;_ 
Nurses 0.7; Farm Girls 0.7. Leaving out the question of age or 
assuming for the moment that it is not important, let us make some 
contrasts : 

Spiegel argues from the fact that the percentage in housewives 
was 23-and in teachers was 2.9 that the hard work of the housewife 
predisposes her to prolapse. This may be true but the evidence 
shown does not support such a contention since, as there are probably 
ten housewives to one teacher, the proportional incidence (assuming 
the likelihood of both to visit the clinic at the same stage of the 
disabitity or the discomfort to be equal) works out against his view : 
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Housewives to teachers as 23 per cent. to 29 per cent. Wergas- 
sowa’s 82 cases are Petit bourgeoisie 11 per cent.; Servants 1.25 
per cent.; Factory hands 1.25 per cent.; Peasants 86.5 per cent. ; 
or Hard work to Petit bourgeoisie as 9:1 (roughly the proportion 
of the population in Russia). The work factor is important but 
so far as I know there are no properly weighted statistics to demon- 
strate it, since the authors giving those that have been mentioned 
above take no account of the necessary corrections. 

(b) The factors of straining at stool, winter cough, chronic 
bronchitis, need only be mentioned to be dismissed, as they 
obviously lead to increase in the specific factor. 

(c) Tumours and ascites are mentioned in the literature as 
occasioning increase of intra-pelvic pressure, but it may be noted 
that the former act more by increasing the strain on the supporting 
and suspending tissues, whereas the latter acts truly by increase 
of the specific factor. 


7. CONTRIBUTORY FACTORS. 

(a) General Nolte. It may not be amiss to recall just what the 
contributory factors are—they are weaknesses which are incapable 
of producing prolapse alone, even when they occur in conjunction 
with constitutional weakness or mal-development, if a specific factor, 
hard work, winter cough, or bronchitis, be absent; or conversely, 
if the person has a cough, or works at heavy labour, but the consti- 
tutional endowment is good enough, there will be no prolapse, no 
matter what contributory factors are present. In other words, 
stretched ligaments, perineal tears or old age can only contribute 
to the effect—the prolapse—if something else is at fault in the 
organism as well.* 

(b) Weakness of Supporting Tissues. The arguments which 
have been put forward by those who lay the greatest stress on the 
weakness of these tissues as the main etiological factor in prolapse 
are simple to a degree, namely, that the viscera, a more or less 
compact and freely moving mass and relatively incompressible’, 
when subject to pressure from the parietal muscles are liable to 
escape by hernia when the resistance to the retaining walls is 


*Many gynecological authors have taken sides in a controversy on 
the relative importance of the suspending versus sustaining systems to the 
exclusion or depreciation of work, admittedly theoretical, on the consti- 
tutional and ‘specific’ aspects of the etiology. Perhaps this division is 
due to the taking a stand on anatomical localities, so to speak, rather than 
on a scientific etiology. This paper is written to put forward a functional, 
or so to say, biological aspect, admittedly theoretically and therefore, 
perhaps, not so much prejudiced by sites of election for operative inter- 
ference. 
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diminished. Diminished resistance ‘in the uro-genital hiatus is 
countered chiefly by the levator ani; weakness of this muscle 
accounts fairly satisfactorily for prolapse among aged and hard- 
working women much damaged by confinements, but does not 
account for ‘‘problem’’ cases, namely, virginal and nulliparous. 
The levator ani is by no means a weak muscle. Dickenson,”° 
inserting a sort of dynamometer into the vagina past the edges 
of the levatores with the pelvis relaxed and the patient in the Sims 
position, recorded a force of compression equal to from 1-2 pounds, 
but when the muscle was in voluntary contraction the instrument 
registered 11-12 pounds. Some patients were found registering 
27 pounds (hooked forefingers, he remarks, by way of comparison, 
can pull about 20 pounds). A large levator ani, he says, may be 
found in the following groups: (1) muscular women, e.g., young 
domestics ; (2) erotic women; (3) women with a wide pelvis ;* (4) 
patients with painful lesions such as fissures about the vulva and 
anus. 

If attention is concentrated for the moment on the hypothesis 
that rupture of the perineum is the most important factor in weak- 
ness of the perineum, we are struck by the fact that we meet with 
the elements of our ztiological formula once more, viz., the 
constitutional factor in relative smallness of outlet, the specific 
factor in relative disproportion of size of ‘‘passage and passenger,”’ 
and the contributory factors in mal-presentation and the like. This 
recurrence of factors within the etiological formula is found in many 
diseases, e. g., in tuberculosis the constitutional diminished resis- 
tance to infections (whatever that may be) favours both the 
contributory pulmonary disorder and the more important ravages 
of tuberculosis. For reasons that will be given later it is more 
convenient to consider the factor of traumatism to the pelvic floor 
under Age Factors than to consider them here. 

(c) Weakness of Suspending Apparatus. The arguments that 
have been adduced by those who lay chief ztiological stress on the 
suspending apparatus are by no means so simple as those put 
forward on behalf of the supporting tissues. 

(i) Anatomical. The size, constitution and arrangement of the 
tissues suggest that they have an important suspensory function, 
but, as Elliot Smith?! points out, the uterus is supported by the 
parametrium as a whole, not by the constituent elements isolated 


*This suggests a contradiction between authors. A wide pelvis and 
a strong levator ani occurring together would tend to sustain the pelvic 
viscera and therefore prevent prolapse, whereas Menville regards a wide 
pelvis as associated with a tendency to prolapse. Dickenson is probably 
nearer the truth, as he is a careful observer. 
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by arbitrary and misleading dissections. (See also below, § 
C, Vii.) 


7) 


(ii) Absence of the Pelvic Floor Muscles. Bumm?? quotes a 
case in which there was an operative defect in the pelvic floor on 
account of carcinoma of the vulva, a case of complete rupture of 
the perineum produced surgically—there was no descent of the 
uterus. He attributed the absence of prolapse of the uterus to the 
suspension of the uterus by its ligaments. 

(iii) Laxness of the Pelvic Floor without Prolapse. Fothergill** 
noted ‘‘extreme laxity of the perineal muscles’? without descent of 
the pelvic viscera and held that ‘‘in cases of complete rupture 
extending into the rectum it is quite exceptional to find uterine 
prolapse.’’ Theilhaber?4 found that those with the greatest rupture 
of the perineum do not have the greatest prolapse of the uterus. 
He recalls the percentage of the patients who have ruptured 
perineums (20 of all parous women, v. Winckel; 34.5 in  primi- 
gravide plus g in subsequent deliveries, Schroeder) and asks if this 
is so why so few want treatment for prolapse. In 153 cases which 
he examined 50 had perineal defect and only 19 had_ prolapse ; 
of these seven had long-standing perineal rupture. He does not 
assess the degree of perineal defect and fails to distinguish between 
tears of the fourchette and lacerations of the levator ani, but his 
point is clear and well made. 

(iv) Higher Correlation between Small Tears and Prolapse than 
between Large Tears and Prolapse.*> This would appear to argue 
strongly for the ligament theory were it not for the fact that by no 
means all lacerations of the levatores ani are accompanied by 
correspondingly important tears of the skin. The explanation is 
that the muscles are divided, in the case of perineal slits involving 
the rectum, at their tendinous insertions, while the muscle fibres 
themselves escape laceration. 

(v) Pelvic Diaphragm may be Healthy. Moritz?® describes a 
post-mortem in which two-thirds of the uterus protruded at the 
vulva, the parametrium was stretched to two ribbon-like bands, 
thin and scanty, and yet the musculature of the pelvic diaphragm 
was well developed, healthy and normal. This case is an extreme 
example of the importance of the suspending group and the insuffi- 
ciency of pelvic floor strength alone. 

(vi) Cervix not resting on Pelvic Floor at all. This opinion is 
held by Fothergill to be true usually in the case of virgins.?7 

(vii) Inflammation of Tissues surrounding Suspending Group 
as a Treatment for Prolapse. Parsons’ operation®® (strengthening 
the utero-pelvic bands by producing inflammatory reactions) does 
intentionally what gynecologists do inevitably and often unwit- 
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tingly when operating on the parametrium. The importance of 
contraction of cicatricial tissues after inflammatory reaction is 
seldom mentioned in the literature and yet it must play a consider- 
able part in the therapeutic effect. 

(viii) Tightening up of Ligaments in the Treatment of Prolapse. 
A curative operation?’ has been devised to remedy a tear in Macken- 
rodt’s ligament. The therapeutic effect is probably mainly, like 
that of Parsons’ operation, indirect, i.e., on contraction of the 
parametrial cicatrices, indeed Moritz®® holds, on the evidence of 
specimens, that efficient colporrhaphies even are successful only 
because they tighten up the parametrium. 

(c) Age Factors. 

(i) The age factor in isolation. It is often said that prolapse is 
more frequent in women at middle age than at any other time, 
but little or no work has been done to isolate the ‘tage factor.”’ 
Spiegel’s figures*! will again be used, not as a basis for deductions 
so much as to illustrate a method. 

17.5 per cent. of the cases occur in women between 15 and 4o. 

Owes * « # ae ii re 40 and 60. 

17.5 percent.,, 5, 45 98S ’ over 60. 

It would be an error to say that the proportional incidence of 
prolapse in persons over 60 and between 15 and 4o is the same 
because the proportion of women over 60 in Russia is about 8.1 
per cent. as against the 38.5 per cent. between 15 and 4o. The 
probability of a person between 15 and 40 having prolapse compared 
with the probability of a person over 60 is thus as 1 to 4 approxi- 
mately (0.46 in women between 15 and 40; 3.62 in women between 
40 and 60; 2.05 in women over 60). 

Plotting percentage of cases against the ages we get: 
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Andrew’s* figures show a mean age of 40.7, the largest number 
uf cases being treated between 30 and 4o years of age. Both tables 
show a sharp rise in the middle period of life. Further comment 
must be reserved for the next two paragraphs. 

(ii) Prolapse in Relation to Childbearing. It is to be noted 
that in Spiegel’s figures only about ten per cent. of the prolapses 
occurred during the childbearing years (20-40). If these figures 
are reliable it would seem that the influence of the traumata of 
giving birth does not manifest itself at once. I have not found this 
point mentioned in my perusal of the literature, nor am I able to 
say what the curve of the case percentage (in which this factor is 
paramount) would be if plotted against the years intervening 
between injury and onset of the prolapse. But the fact of an 
interval confirms the classification of ruptured perineum and 
stretched ligaments as contributory not specific factors. 

(iii) Prolapse in relation to Work. It is probable that as age 
advances the cases on the whole do less rather than more work and 
so the strain put upon the suspending and supporting structures 
due to work diminishes. One would therefore expect less tendency 
to prolapse with advance in years (assuming for the moment that 
the work factor was paramount) unless the patient weakened locally 
from an unknown cause or was weakened locally by the traumata 
mentioned above. 

Until we have age and status statistics of persons in the same 
occupations the effect of this factor cannot be accurately estimated* 

(e) Other Contributory Factors. This category is only a pigeon- 
hole in which to file factors unfortunately still unanalysed. Pozzi? 
laid great stress on elongation of the cervix, subinvolution is a factor 
supported by many,* also ill health and insanitary surroundings,** 
and starvation,*® 


8. PRECIPITATING Factor. 

The feature of a factor in this class is its immediate temporal 
association with the result—-prolapse. The only event that occurs 
to the mind is an unexpected fall. To judge from the literature, < 
fall appears to be excessively rare as an etiological factor able to 
act in isolation. 


*Constitutional Endowment. One cannot tell if a patient is endowed 
with a constitutionally strong pelvic visceral sustaining apparatus until 
it is put to the test, but if there is anything in the Infantilismus theory 
of Mathes or in Flatau’s Pelvic Tilt hypothesis, useful deductions might 
be made from the percentage of cases of prolapse occurring at the different 
ages in persons having the same pelvic tilt or other signs of constitutional 
abnormality. 
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9. BRIEF DISCUSSION OF THE AETIOLOGICAL FORMULA APPLIED TO 
PROLAPSE. 


Three things may be said in favour of the zetiological formula 
here put forward, first, that it co-ordinates factors which were not 
before brought together; secondly, it adds the notion of quantity 
to the various factors in a more prominent way than has been 
done before; thirdly, whereas Simpson’s table directs attention in 
the main to anatomical localities where the ztiological factors were 
to be found and serves as a rapid guide to treatment, this formula 
lays more stress on defects in function, and may help to theoretical 
comprehension those who wish to co-ordinate the many and diverse 
etiologies of prolapse of the uterus. 
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A Large Fatty Tumour of the Uterus.* 


By JoHN WessTeR BRIDE, M.D., B.S. (London), M.D., 
Ch.B. (Manch.). 


Lecturer in Obstetrics and Gynecology, Manchester University ; 
Honorary Surgeon for Women, Manchester Northern 
Hospital; Honorary Assistant Surgeon, The St. Mary’s 
Hospitals, Manchester. 


Farry tumours of the uterus are exceedingly rare and this one 
is remarkable for its size and is possibly an unique specimen. I 
removed it by supra-vaginal hysterectomy, under the impression 
that it was an enormous fibromyoma of the uterus, on June 6, 1925 
from a patient aged 63 years. There was little of note in the 
history of the case, which was briefly as follows. Menstruation 
had always been normal, and the patient had four children, the 
last 29 years ago. Twelve years ago the patient had a severe attack 
of bleeding after six years amenorrhoea, and nothing more up to a 
month ago when the bleeding was so severe again that her own 
medical man, Dr. Collins of Northwich, had to plug the vagina, 
and he sent her to see me when she was well enough to travel. She 
told me that a swelling of her stomach had developed slowly over 
a period of years, the exact duration of which was not certain. I 
found a large hard swelling practically filling the abdomen. There 
was not any pain or pressure symptoms. The patient herself 
was rather a thin woman, though not at all emaciated. On vaginal 
examination the cervix was small, healthy and not lacerated, and 
there was not any bleeding. 

The tumour at operation was freely movable, there were not any 
adhesions and ihe operation was very simple. <A fact I noted at the 
time was the presence of numerous fat globules floating in the 
peritoneal cavity. The patient made an uninterrupted recovery 
and was well when I recently enquired about her. 

rhe tumour immediately after operation weighed nine pounds. 
It was nearly globular in shape, and when opened in the laboratory 
next day displayed the appearance of pure fat, bright yellow in 
colour and encapsulated, as is well shown in the coloured sketch. 
Its diameter was eight inches, and its situation was in the posterior 
wall of the uterus. 


*A specimen shown at the Manchester Meeting of the North of England 
Obstetrical and Gynecological Society, January, 1928. 
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I am indebted to Dr. K. V. Bailey for the following report on 
the microscopic appearances of the growth. Tle describes two 
sections. 

1. Stained Hzmalum and Eosine. This section shows large 
diffuse areas of fat cells interspersed by long bands of white fibrous 
tissue, the fibrils of which ramify indiscriminately between the 
cells. There are also well defined areas of muscle tissue, the nuclei 
are typical and can be observed notwithstanding the fact that 
the muscle bands have been undoubtedly subjected to great 
stretching and lateral pressure, causing them to have become 
elongated and thinned out, and to some extent have lost their 
Staining properties. There is a definite distinction, however, 
between the fibrous tissue present and these muscular elements. 

2. Stained Sudan r11. The fat is orange colour, other struc- 
tures are not well observed. 

Krom a histological point of view these sections would support 
a diagnosis of a primary fibroid tumour which had undergone fatty 
change; this being associated with the formation of an excessive 
amount of fibrous tissue. 

It is difficult to say exactly what is the origin of this tumour. 
My own opinion is that it was originally a large fibroid, by some 
means converted into fat. Its situation and its size seem to point 
to this. The question as to whether the process is a degeneration 
or an infiltration has been frequently discussed, and I have looked 
up the literature dealing with the subject as far as possible. 

The most instructive and recent article on the point is by 
Alan C. Starry.1. He quotes Schleussner,? who had reviewed the 
cases up to 1921 and only found 17 cases of undoubted fatty tumours 
of the uterus. 

Andrews? describes “‘Lipomatosis of the Stroma of a Uterine 
Fibroid.’’ This tumour was five and a quarter inches in diameter, 
in the posterior wall of the uterus and bright yellow in colour. He 
considered the condition one of lipomatosis of the stroma of a 
fibromyoma of the uterus, not a degeneration, but an infiltration. 

Starry considers that the fat in these tumours must arise from 
specially differentiated connective tissue cells, and if this were the 
case one would expect to find more uterine tumours containing 
fat, which is, from a perusal of the literature, manifestly rare. He 
considers these fat elements may possibly develop from lipogenic 
displacements. 

Elkin and Haythorn,’ described a large fatty mass in the 
posterior wall of the uterus measuring about six’inches in diameter. 
They held that fatty tumours of the uterus come from one of two 
sources, either lipoblastic displacements or connective tissue cells 





Microphotograph, low power, showing fat cells and fibrous and 
muscle elements. Section from the centre of the tumour. 





Large Fatty Tumour of the Uterus 85 


undergoing fatty infiltration. They favour the lipogenic displace- 
ment theory, and propose to call these tumours Lipoblastomata 
Uteri. 

The following names then have been applied to these tumours : 
Lipoblastomata Uteri, Lipomyomata, Fatty Tumours of the Uterus, 
Lipomatosis of the Stroma of a Fibromyoma. 

The process in the present case, as in Andrews’, is too far 
advanced to form any definite conclusion. 

Williams? in ‘Uterine Tumours”’ says that Brunings has lately 
reported a remarkable example of this condition: on section of a 
tumour the size of a child’s head ... . its cut surface presented a 
bright yellow colour and was exceedingly soft, just like fatty tissue ; 
histological examination showed that large areas of myomatous 
tissue had been replaced by fatty elements. 

Diseases of Women® by Ten Teachers, 1924 has the statement 
that fatty degeneration in fibromyomata uteri is rarely met with 
to a degree appreciable to the naked eye. Soft yellow patches may 
be seen. Kelly and Cullen’ refer to lipomyomata of the uterus 
and emphasize their rarity. 

Seydel and Meyer,® state that tumours of the uterus that contain 
fatty tissue are as a rule met with only by accident and have small 
clinical interest. They are interesting from the fact of heterologous 
tissue being found in the uterus due to displacements of lipoblasts 
during the early development of the uterus. 

These latter quotations go to prove how very rare the condition 
is. 

Williamson and Brockman® in 1920 gave a report upon two 
specimens : 


. A Fibro-myo-lipoma of the uterus. 


I 
2 


. Extensive fatty degeneration of a uterine fibromyoma. 

The first specimen was an encapsulated fatty tumour 3 x 2.5 
cm., and they describe six similar tumours. In all, as in my case, 
bleeding after the menopause drew attention to them. One of 
these cases was Lockyer’s.! 


REFERENCES. 
. Starry, Alan C. Surg., Gynecol. and Obstel., 1925, Xli, 642. 
2. Schleussner. Proc. New York Path. Soc., 1921, xxl, 33. 
3, Andrews, R. Proc. Roy. Soc. Med. (Sect. Obstet. and Gynzecol.), 
1920-21, XiV, 305. 
. Elkin and Haythorn. Surg., Gynecol, and Obstel., 1917, XXV, 72. 
. Williams, W.R. ‘‘Uterine tumours,’’ Igol, p. 97. 
. ‘Diseases of Women, by ‘len ‘Teacliers,’’ 1924, p. 316. 
. Kelly and Cullen. ‘‘Myoma of the uterus,’’ 1909, p. 162. 





Journal of Obstetrics and Gynecology 


3. Seydel and Meyer. Zeitschr. fiir Geburtsh. und Gyndkol., Bd. 50, Ht. z, 
Wilson, Thomas. Journ. Obstet. and Gynecol. Brit. Emp., 1904, v, 183. 
. Williamson, H., and R. St. L. Brockman. Proc. Roy. Soc. Med. (Sect 
Obstet. and Gynecol.), 1920, xiii, 136. 

. Lockyer, C. ‘‘Fibroids and allied tumours,’ 1918, p. 65. 

















Torsion of Fallopian tube with ovary showing greatly distended, 
heemorrhagic ovary and distal end of the tube with adherent omentum. 





A Case of Torsion of a Fallopian Tube and Ovary 
during Pregnancy. 


BY 
V. B. GREEN ArRMytAGE, Lt.-Col. 1.M.S., M.D., F.R.C.P. (Lond.) 


Professor of Obstetrics and Gynecology to the Medical College, 
and Surgeon lo the Eden Hospital, Calcutta. 


Mrs. D., aged 16, was admitted to hospital on 21st April, 1928 
complaining of intense pain in the abdomen, particularly on the 
right side; she was six months pregnant, and the foetal heart 
sounds and foetal movements were normal. Vaginal discharge, 
vomiting or distension were not present, but constipation was 
absolute. Her temperature was gg.8 and pulse rate 100. There 
was no albumin in the urine. 

Before I saw the patient, two large soap enemata had been given 
without result; on examination there was marked cutaneous hyper- 
algesia over Mac Burney’s area, and only slight rigidity. A ten- 
tative diagnosis of appendicitis complicating pregnancy was made 
and an order given for cultural examination of the urine, and 
a complete blood count. Twenty-four hours later, the culture 
being negative and the white blood count being 11,500, the patient 
was seen again. The pain, general and local, was much more 
severe, and repeated enemata had failed to produce flatus or faeces, 
there was some distension but not any vomiting, vaginally 
nothing abnormal could be felt and abdominally a tumour was not 
palpable. The diagnosis of acute appendicitis and pregnancy 
was made. 

Laparotomy was performed, and on opening the abdomen by 
a high Battle incision about four ounces of serous fluid came away, 
and on separating the omentum which was adherent to the lateral 
wall of the uterus, the right Fallopian tube and ovary were found 
two and a half times twisted in the longitudinal axis of the Fallo- 
pian tube close to the fundus uteri. The fimbriated end of the 
Fallopian tube and ovary were bluish black in colour, and looked 
almost gangrenous, there was a corpus luteum the size of a black 
cherry on the surface of the ovary. 

The Fallopian tube and ovary were freed and removed, and 
the abdomen closed without drainage. The wound healed by first 
intention, 
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For the next three weeks, although the patient did not complain 
of any symptoms, she ran a continuous temperature of 99 to 103 
degrees. Examination and culture of the blood and urine did not 
yield any result, a Widal was negative, a Wassermann reaction was 
negative, there were no abdominal symptoms and the foetal heart 
sounds remained normal. Stool examination was interesting for 
the Professor of Pathology, Major Shanks, discovered that she was 
carrying not only the ova of ankylostoma but also oxyuris and 
tenia. 

It was thought that this discovery was the cause of the tempera- 
ture, but the respective specific anthelmintics failed to reduce the 
temperature although in a weeks time the stool was free from 
all ova. 

The temperature still persisting, despite the fact that the spleen 
was not enlarged, formal-gel and chopra tests for kala azar were 
done. These were positive and at once the patient reacted to the 
specific treatment of injections of urea stibamine. 

The patient was discharged normal in every way 45 days after 
operation. On August 3rd she had a normal confinement, the 
infant being healthy. 


REMARKS. 

I have ventured to report this case in view of the rarity of 
the condition. In the literature at my disposal only four cases up 
to date have been recorded, all of which were operated upon and 
went to term. In each of these the clinical diagnosis, before 
operation, was erroneous. 

In this case the localized intense pain and rigidity at the sixth 
month, beginning with a shivering fit, suggested acute B. coli 
pyelitis, but the urine contained no pus cells or albumin when first 
examined. 

Appendicitis or appendicular colic was at the time very much 
in my mind, as one month previously | had had an exactly similar 
case in a European whose relatives refused operative treatment 
until she was almost moribund, the appendix was gangrenous and 
perforated and there was general peritonitis. She miscarried a six 
months foetus and died 24 hours later. 

I considered the possibility of torsion of an ovarian cyst or 
dermoid, but as abdominal and vaginal findings were negative 
these conditions were ruled out. 

It is perhaps of interest to note that in this case a corpus luteum 
was present, and that its removal with the ovary did not prejudice 
the happy continuance of the pregnancy to term, which bears out 
the researches of Shaw, Novak and Dickenson that the proper 
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function of the corpus luteum as regards the safe embedding of 
the ovum ceases about the third month, for removal of the corpus 
luteum within the first three months invariably determines abortion. 

The case is interesting from the point of view of tropical 
gynecology, for apart from the astounding varieties of ova all 
present at the same time in the stool, this patient illustrates one of 
the difficulties which confront the gynecologist in the East, namely 
the proper diagnosis of fevers complicating straightforward sur- 
gical procedures. The husband of this girl stated that she had 
never had any fever before operation, and there was no enlargement 
of the spleen. The usual blood and urinary examinations were 
made and it was not until the acute onset of latent kala azar was 
thought of that the fever was diagnosed and correctly treated. In 
these cases Leishman Donovan bodies are rarely found in the 
blood, but the serum tests are pathognomonic. 

The coloured illustration appended is the exact size and appear- 
ance of the Fallopian tube and ovary removed. On the right will 
be seen the adherent omentum which was removed together with 
the Fallopian tube and ovary. 

I have to thank Dr. Susil, the artist to the Pathological Depart- 
ment, for the illustration. 





Is Quinine Induction of Labour Absolutely Harmless ? 
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Second Professor of Midwifery, Medical College, Calcutta 
and Second Surgeon, Eden Hospital for Women 
and Children, Calcutta. 


THE writer believes that in the vast majority of cases the induction 
of labour by quinine is quite harmless, but his experience leads him 
to think that such an administration may on occasions be harmful. 

Gellhorn! recorded a case in which he believed that the usual 
dose of quinine caused intra-uterine death of the foetus ; he suggests 
that similar cases should be reported to provide data necessary to 
secure the safe dosage of quinine. DeLec? states that he has had 
*‘several sad experiences and has now reduced the dose of quinine 
to three grains—rarely five grains.”’ 

It is hoped, therefore, that the two cases here recorded will 
prove of interest: in the first, which occurred five years ago, 
induction by quinine was followed by intra-uterine death of the 
foetus, and in the second (which occurred this year) quinine induc- 
tion was followed by signs of intra-cranial hemorrhage and death 
of the baby 21 hours after birth. The author was unable to 
discover any other cause for the deaths. It is possible that the 
intra-cranial hamorrhage would have occurred even if the labours 
had been natural (and not induced) as in the case recorded by 
the writer ;? but one cannot help being struck by the coincidence 
of the disasters with the induction of labour with quinine. 

Mrs. S., aged 33, -\nglo Indian, primigravida, was admitted 
into hospital on November 14th, 1923. She last menstruated on 
5th February, 1923. The pelvic measurements were normal, and 
the pregnancy was full time. The position was left occipito 
anterior and foetal heart sounds were heard. On the 21st Novem- 
ber, 1923, as the patient was then a week overdue, labour was 
induced as follows :— 

At 9.30 a.m. an enema was given, at 10 a.m., 11 a.m. and 
12 noon, quinine bi-hydrochloride 10 grains was given by mouth, 
At 1 p.m. a hot bath was given. Labour pains began at 1.30 p.m. 
the same day. At 8.30 p.m. the bag of membranes was seen 
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bulging at the vulva and the foetal heart sounds which were quite 
normal half an hour before, were not heard. At 8.45 p.m. the 
House Surgeon failed to hear the foetal heart sounds. He ruptured 
the membranes and liquor amnii stained with meconium came 
away. The forceps was applied at 9.5 pm, the head being near 
the outlet, and the baby was easily delivered ; the amount of liquor 
amnii seemed less than normal. The baby was dead. It weighed 
seven anda half pounds. It was perfectly formed. A post-mortem 
examination was not allowed. The labour lasted seven hours thirty- 
five minutes. 

Mrs. D. aged 27, pregnant for the fifth time, was admitted to 
hospital on 22nd August, 1928. She last menstruated on November 
14th, 1927. The previous labours were easy and natural ; the second 
baby was born as a breech; all the children were born alive and 
well. The position was a right occipito posterior. The foetal heart 
rate was 144. A Buist’s binder was applied. On August 28th, 
1928, the patient being a week overdue, labour was induced. At 
7 a.m. one ounce of oleiricine was given; at 8 a.m. the patient 
had a hot hip bath and a tight binder was applied; at g a.m. a 
hot enema was given. At 10 a.m., 12 noon and 2 p.m. a mixture 
containing 10 grains of sulphate of quinine was given. Labour pains 
commenced immediately after the last dose of quinine. The baby 
was born naturally at 6 p.m. (the membranes rupturing five 
minutes before) after four hours labour, the occiput having rotated 
to the front. The baby weighed seven pounds eight ounces and 
was perfectly formed. It was cyanosed and, although it cried well, 
its colour did not improve. An examination of the heart, lung's 
and abdomen showed nothing to account for the cyanosis which 
persisted, and the baby died 21 hours after birth. There were no 
twitchings or convulsions. A post-mortem was nol obtained ; 
I] consider the case to be one of intra-cranial hamorrhage. 

These two cases make one wonder whether there are not occa- 
sional cases which have an idiosynerasy for quinine and for which 
the usual dose of 30 grains is dangerous. 
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The Hormones of the Female Reproductive Cycle. 


By E. C. Dopps, M.D., B.S., B.Sc., Ph.D. (Lond.), 


Courtauld Professor of Biochemistry, University of London, 
Middlesex Hospital; 


and 
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From the Courtauld Inslitute of Biochemistry, the Middlesex 
Hospital, London. 


THE following account is primarily intended for those practising 
obstetrics and gynecology and is to be regarded as a bridge leading 
from the purely clinical literature to the biological. The method 
of handling the subject will not necessarily be in strict chronological 
order, nor will it follow the purely scientific evolutionary steps. 
The object of the whole article is to indicate to the clincian how far 
experimental biology and biochemistry can help towards the eluci- 
dation of some of the problems of reproduction in the human 
subject. We have not hesitated to use freely the excellent reviews 
of Corner,! Allen and Doisy? and Parkes, and the reader is referred 
to these for a more detailed account. 

From the practical point of view, the problems concerned with 
reproductive functions in the human female may be placed under 
the following headings 


1. The cause of the onset of puberty and the development of 
the secondary sexual characteristics. 

2. The establishment and continuance of menstruation, and the 
phenomenon of pregnancy including, (a) cessation of men- 
struation, and (b)mammary enlargement and lactation. 


It is proposed to deal with these in turn. 


* Working under a grant as whole time worker to the Medical Research 
Council. 
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1. THE ONSET OF PUBERTY AND THE DEVELOPMENT OF THE 
SECONDARY SEXUAL CHARACTERISTICS. 

That these phenomena are connected with the ovaries has been 
known from time immemorial, since generations have been familiar 
with the failure of development that follows ovariectomy in young 
immature animals. It is, however, only comparatively recently 
that any attempt at substitution therapy has been made, because 
the earlier workers were under the impression that the only function 
of the ovary was to discharge ova, and that this function combined 
with it stimulation of the necessary tissues to produce puberty. 
The motive for these investigations was probably provided by the 
awakened interest in internal secretions generally that occurred 
towards the end of the last century. Knauer‘ was the first to prove 
definitely that transplantation of ovaries would prevent the usual 
atrophy of the uterus that followed ovariectomy, thus showing for 
the first time that the ovary probably acted by producing an internal 
secretion that stimulated more or less continuously, the reproduc- 
tive apparatus, and prevented its undergoing atrophy. These 
experiments of Knauer were rapidly confirmed by a series of 
workers,® ® «7 but, while their observations point to the fact that 
the ovary has a dual function, they do not have any direct bearing 
upon the problem at present under discussion, namely, the pro- 
duction of puberty. The first direct experiment on this problem 
was performed by Halban,® who showed that if a very young, 
immature guinea-pig be ovariectomized, and the ovary trans- 
planted subcutaneously, normal puberty supervenes in due course. 
From this it is safe to conclude that the internal secretion of the 
ovary must play an important part in the genesis of puberty. That 
this function of the ovary is not concerned primarily with the ova- 
producing mechanism was proved as early as 1904 by Limon® who 
studied carefully the histology of ovarian grafts. He proved that, in 
the preparations examined by himself, the follicles all showed a 
marked tendency to degenerate, whereas all interstitial cells showed 
a normal histological appearance. The whole question was very 
carefully reviewed by Marshall and Jolly!® who proved conclusively 
that degeneration of the uterus occurred if the graft had not taken. 
It would appear, therefore, that these experiments have established 
the fact that the onset of puberty and the maintenance of the 
reproductive apparatus is dependent upon an internal secretion 
of the ovary. 


Substitution Therapy. 

Following the definite establishment of the existence of the 
internal secretion by the experiments of Knauer, there is constant 
reference in the literature from 1896 onwards to attempts at sub- 
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stitution therapy. Various disorders of menstruation and the meno- 
pause in women were attributed, on entirely arbitrary grounds, 
to a lack of the internal secretion of the ovary, and clinicians 
attempted to make good this supposed deficiency by the adminis- 
tration of either whole ovaries or of extracts made therefrom. 
Owing to the fact that these publications give very little detail 
as to the method used for the preparation of the ovarian extracts, 
and on account of the very sketchy nature of the experiments, 
lacking as they were entirely in controls, it is not proposed to go 
into this aspect of the problem in great detail. Those interested 
may consult the monograph by Bestion de Camboulas entitled 
“Le Suc Ovarien’’™ as a typical example of the position of the 
subject in 1898. Unfortunately the author does not attempt to 
review the literature and deals entirely with his colleagues’ and 
his own experiments. It is difficult to believe that the results of 
ovarian therapy were really as clear-cut and as striking as he 
states. The following are some of his conclusions expressed in 
his own words : 


1. Les symptémes pénibles de la ménopause naturelle ont disparu 
ou se sont considérablement amendés par ingestion d’extraits d’ovaires, 
sans aucune autre médication,. 

2. les mémes résultats ont été observés dans les troubles qui suivent 
la castration ovarienne. 

3. I’amelioration rapide que nous avons observée chez les aménorr- 
héiques et les chlorotiques est constant. 

4. I7influence de lV’extrait d’ovaire sur les troubles mentaux qui 
accompagnent les lésions génitales ou la castration est réelle. (11, p. 119). 


There can be no doubt that these conclusions were highly coloured 
with optimism. 

A valuable review of the literature up to 1904 was undertaken 
by Andrews” who sums up the conclusions of the majority of 
writers up to this date, most of whom claimed that good results 
had been obtained by the administration of ovarian substances. 
Almost all the work referred to was by continental observers, and 
it is interesting to note Andrews’ comment with regard to the 
results obtained in this country up to 1904. 


Cohn is the only writer I have been able to find who says that the 
results are nearly always disappointing. Most writers emphasise the 
fact that the treatment itself has no bad results. When bad results 
have been seen they have probably been due to faulty preparations. 
Many British gynecologists have given a more or less extended trial 
to ovarian preparations, but have not published any results, a fact 
which makes it highly probable that the treatment did not meet with 
so much success in their hands as in those of the authors quoted above. 
(129.5455), 
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There is no point in pursuing the subject any further since the 
subsequent history of ovarian medication is precisely the same as 
that already quoted; namely, many observers, particularly those 
on the continent, recording valuable results that coud not be 
obtained in this country. To those who have studied the literature 
carefully, there can be no doubt that all the favourable results 
obtained are open to very grave criticism on the lines that the 
improvement was mainly subjective and occurring in the general 
health; there are no clear-cut experiments with rigid ¢ontrols. 
The situation is typical of that produced by administering unproven 
remedies in an entirely empirical manner. No animal work of any 
serious importance had been attempted as a foundation on which 
to base the clinical experiments, and it is astonishing to consider 
the vast amount of work done on the human subject where the 
difficulties of controlling the experiments are admittedly great. 


Animal Experiments. 

Turning from the human experiments towards the problem 
in the lower animals, it is difficult to state who was the first to 
attempt substitution therapy. Jentzner and Beuttner™ in the year 
1900 came to the conclusion that the subcutaneous injection of 
ovarian extracts in ovariectomized animals did not replace ovarian 
function. The extracts were simple saline decoctions, and in some 
cases dried ovarian tissue was given by mouth. Bucuralt a few 
years later came to the same conclusion as the two workers already 
mentioned. The first positive results were obtained by Adler} 
in 1912. This observer stated that he was able to produce, by 
injecting watery extracts of whole ovaries, the typical signs of 
sexual activity in ovariectomized animals. He judged the effect 
of his extracts by watching the animals during life and later, by 
killing them and studying the histological changes in the uterus. 
There can be no doubt that this formed the turning point in the 
history of the search for the ovarian hormone. 

From this date onwards a series of valuable contributions was 
made. Iscovesco'® reported that much better vields of active 
material were obtained by making an alcoholic extract of the 
ovaries; the lipoid obtained after evaporating off the alcohol was 
found to have all the pharmacological properties of the cruder 
extracts of Adler. Fellner'’ published a paper immediately after 
that of Iscovesco in which he described in much greater detail 
the preparation of a lipoid from ovaries. He suspended the final 
product in saline and injected it into ovariectomized rabbits; 
hyperplasia of the vagina and uterus followed, from which he 
concluded that the extract was active. He came to the conclusion 
that the hormone was thermostable and soluble in ether, alcohol 
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and acetone. It can be seen that the methods of judging the 
activity of such preparations were extremely crude and laborious. 
It was necessary to inspect the animals very carefully and to note 
alterations in the external genitalia, and then to kill them and 
examine the uterus and Fallopian tubes histologically. Any 
attempt at quantitative work was out of the question. 

From 1912 onwards publications appear in which great atten- 
tion is paid to the chemical constitution of the active principle. 
Undoubtedly one of the most important of these publications was 
that of Herrmann’® and it is worth while to give a fairly detailed 
account of the work he did with Fraenkel. 

The following account is taken from the English patent 
No. 113,311, 13/2/1918. 


Finely minced ovaries are extracted several times with some volatile 
solvent—preferably alcohol. The best yields are obtained by extracting 
previously dried tissues. The solid matter is separated from the solution 
by filtration and by pressing, and the alcohol is distilled off. This 
leaves a watery residue with the active material present as a suspension. 
This residue is then shaken up with ether in a separating funnel, and 
by this means the suspended material is removed from the water. The 
ether solution is then evaporated down, and acetone is added to preci- 
pitate the lipoidal fraction, which may be separated by filtration or 
centrifugation, 

The clear solution is then evaporated to dryness, when the active 
principle is obtained. This substance promotes menstruation. It can 
be purified in the following manner: after precipitation of the lipoids 
with acetone, the solvent is evaporated off, and the residue is dissolved 
in alcohol. Fatty acids are precipitated by the addition of an alcoholic 
solution of lead acetate. After removal of the excess lead (method not 
given), the solution is evaporated to dryness, and is then distilled in 
the highest possible vacuum. The hormone distils over between 190° 
and 210°C. The distillate, which in addition to the active material 
contains some cholesterol esters, is treated with a small volume of cold 
alcohol. The hormone dissolves readily, and a great deal of the 
cholesterol compounds crystallises out and can be separated by filtration. 
The alcohol is evaporated off and the oily residue is subjected to a second 
distillation in high vacuum. 

Placenta is also suitable for the preparation of this substance. 


Properties. The substance is ‘a light, viscid oil at normal tempera- 
ture’ and distils from a bath at a temperature of 240°C. under a pressure 
of 0.06 mm. The temperature within the flask is 193°C. Preparations 
give the reactions for cholesterol, but active material can be obtained 
almost free from cholesterol. 

On analysis it was found to contain only carbon, hydrogen and 
oxygen, and to give the following percentage composition : C, 81.33 to 
BL:02); Ei, 11.32 to T1249. 


Physiological Properties. When injected subcutaneously it promotes 
the growth of the uterus, ovaries, Fallopian tubes and vagina. Premature 
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maturity can be produced in prepuberal animals, and cestrus can be 
produced out of the rutting season. 

The substance has been administered clinically, but we were unable 
to find any details of the results in the literature. 

Herrmann and Fraenkel, in this and other patents, suggest so many 
alternative methods of extraction and purification, that it would seem 
that they had tried every method possible for the preparation of an 
ovarian hormone. It would appear, however, that the above process 
is one they favour. 

A series of investigations was published by Frank!9 and his collab- 
orators from 1915 onwards. He maintained the importance of extraction 
with lipoidal solvents, and prepared a series of substances similar to 
that of Herrmann and Fraenkel. He also succeeded in obtaining physio- 
logically active material from the corpus luteum. From this time 
onwards almost all reputable investigators employed volatile organic 
solvents, and their observations agreed in the main with those of 
Herrmann and Fraenkel.* 


From this date until 1923 no further notable advance was made 
though there are several publications dealing with extensions 
of the work of Herrmann and Fraenkel from the clinical and 
chemical points of view. Details of these papers can be obtained 
by consulting the works of reference given at the end of this paper. 

In 1923 the whole subject received a very great impetus from 
the results of work by Allen and Doisy.?° As already pointed out, 
the standardization of the material obtained by the various bio- 
chemical processes from ovaries was extremely laborious and 
difficult. It was only possible to state whether the material was 
active or not, since the only means at the disposal of investigators 
was the production of puberty in immature castrated animals, or 
the production of typical histological changes in the uterine mucosa, 
a fact that could only be elicited by killing the animal and cutting 
sections. Allen and Doisy applied the newly described method 
of Stockard and Papanicolaou”! for judging the onset of cestrus 
in animals, to the standardization of ovarian extracts. 

‘In 1917 Stockard and Papanicolaou noted that the type of cells 
obtained from a vaginal smear of small mammals was markedly 
influenced by the appearance of cestrus. In prepuberal rats the 
vagina is represented by a solid cord of cells, and appears in the 
vulva merely as a slightly raised mark. The onset of puberty is 
shown by the opening out of this strand of cells, with the pro- 
duction of a definite passage. In the non-cestral rat, smears of 
the vagina, stained with haematoxylin and eosin, show the presence 


*From “The Chemical and Physiological Properties of the Internal 
Secretions.”” By E. C. Dodds and F. Dickens. Humphrey Milford, Oxford 
University Press, 1925; pp. 141-143. 


G 





98 Journal of Obstetrics and Gynecology 


of nucleated cells in various stages of nuclear degeneration and 
cytoplasmic shrinkage, together with some polymorphonuclear 
cells. The onset of cestrus may be accompanied by congestion 
of the vulva, and the vaginal opening appears larger. The smear 
shows nucleated epithelial cells. When the cestrus is at its height 
the vagina is almost perfectly dry. The smear shows cornified 
non-nucleated red eosin-staining cells. The presence of these cells 
makes the diagnosis certain, even in the absence of external signs. 
As cestrus recedes, these changes take place in reverse order. 
These researches provide an accurate means of determining the 
exact stage of the oestrus cycle at any time, and consequently 
could be made the basis of a method of standardizing ovarian 
preparations. Investigators equipped with this knowledge would 
be able to control their chemical researches with some degree of 
quantitative accuracy. 

“The work described above would suggest that the potency of 
ovarian preparations could be measured by two methods. A unit 
could be based upon the quantity required to produce the typical 
signs of puberty in a rat before the age at which that condition 
supervenes naturally, or, on the other hand, the amount required 
to induce oestrus in a castrated animal might form the basis of a 
method of standardization. The former method would have certain 
disadvantages. Thus the date of birth of the animals would have 
to be accurately known, otherwise it would be difficult, even with 
control animals of the same litter, to exclude the possibility of 
normal puberty. Also, a fresh rat would have to be used for each 
experiment, otherwise every positive result occurring might be 
explained as being due to an additive effect. If the second method 
were employed one animal could be used for a number of tests 
after the reaction had subsided. The operation of double ovariec- 
tomy in young rats is quite easy. An incision is made through 
the back, parallel to the quadratus lumborum, and the ovary is 
seized through the wound and cut off. In large rats it is advisable 
to ligature the pedicle before section. The skin wound is closed 
with Michel’s clips. Sections of the tissue may be cut, in order 
to be certain that the ovaries have been removed. If this operation 
is performed before puberty, sexual maturity cannot be achieved by 
natural means. It would be expected that a ‘‘puberal’’ dose 
would, of necessity, have to be greater than an ‘‘oestral’’ dose. 
As will be seen later, both these methods have been employed 
with considerable success and accuracy. The advantages of the 
° unit have, however, led to its 


J 


cestral’? unit over the “‘puberty’ 
general adoption.’’* 


* Dodds and Dickens, loc. cit., p. 144. 
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By applying the vaginal smear technique to the standardiza- 
tion of the extract, Allen and Doisy placed the biochemical study 
of the hormone on a sound practical, and more or less quantitative 
basis, and it is obvious that the advantages of this method over 
the old were enormous. Thus the same animals could be used time 
after time when once the cycle induced by the injection had passed 
off, and an answer could be obtained as to whether the extract was 
potent or not within a week. 

From 1923 onwards a series of papers appeared on the chemical 
properties of hormone, but it was not at first found possible to 
advance matters a great deal further than the earlier workers; thus 
the preparation was an oil containing carbon, hydrogen and 
oxygen that could be freed from cholesterol. Details of the work 
on its chemical composition will be found in the paper by Allen 
and Doisy? and in the general references at the end of this paper. 


Standardization. 

Until the year 1927 the standardization of the material in 
cestrus units was regarded as being relatively simple. Thus it 
was assumed by most workers that an accurate assay could be 
obtained if a small number of ovariectomized rats was taken and 
diminishing weights of the extract were injected into them, the 
resulting vaginal reactions being followed by swabbing. The 
smallest dose that would produce an cestrus cycle in an animal 
was defined as a unit. This method tacitly assumes that the sen- 
sitivity of all ovariectomized animals to the injections is quantita- 
tively the same, but this view was vigorously attacked in 1927 by 
Coward and Burn.??*‘From the result of their investigations they 
show that the amount of extract required to produce oestrus in a 
single rat may vary by as much as 1000 per cent., and from this 
they conclude that all methods of standardization based upon a 
gradual reduction of the dose in a small series of animals must 
be entirely fallacious. In order to determine the relation between 
the weight of extract injected and the number of animals giving a 
full response, Coward and Burn took a preparation of the extract 
of which five mg. would seem to be a dose that would send the 
majority of a small number of animals into oestrus. Ninety rats 
were taken and were injected with five mg. each. The rats were 
swabbed in the manner already described, and the slides were 
examined to find out how many were going into oestrus. After 
the animals had passed their cycle, the experiment was repeated, 
but in each experiment a different dose of the hormone was given. 
The general conclusions that can be formed from a study of this 
work show that, as the dose of the extract is increased, the number 
of rats responding does not increase proportionally ; in fact, the 
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number is smaller than would have been expected. One point that 
is demonstrated very clearly is that the minimum effective dose is 
by no means the same for all rats, and therefore some new criterion 
has to be obtained in the standardization of the extract. From a 
statistical consideration these workers decided to define a rat unit 
of the extract as that quantity of material which would produce 
the full oestrus cycle in 50 per cent of the series of injected animals. 
They also demonstrated very clearly that even approximately 
accurate quantitative results could not be obtained unless at least 
20 animals were used.’’* 


Experiments performed in these laboratories have, in this respect, 
confirmed the views of Coward and Burn, and it is probable that 
little value can be placed on the quantitative aspects of work 
published prior to this date. Coward and Burn state that the 
method of injecting the extract is immaterial; that is to say, a 
definite weight can be given either in one injection or in a series 
of small injections spread out over a period of some days without 
producing any quantitative difference in the result. While this 
may be true for the oily preparations at present under discussion, 
there is no doubt that it does not apply to the cestrus-producing 
substance in a water-soluble form. 


The hormone in water-soluble form. 

A few publications have appeared upon the use of the oily 
cestrus-producing substance in clinical medicine, but the relative 
crudity (i.e. the weight of the unit) and the fact that it has to 
be injected subcutaneously dissolved in oil, has rather gone 
against its extensive use in human subjects. If daily injections 
are given, the absorption is so slow that the patient suffers from 
unabsorbable lumps under the skin, and in some cases reactions 
have been noted. It has occurred to many workers that the prepara- 
tion of this cestrus-producing substance in a water-soluble form 
would greatly enhance its clinical application. There have been 
many claims to the preparation of a water-soluble product, but it 
will suffice if only the main workers are referred to here. Apart 
from the earlier saline decoctions already referred to, there appears 
to have been no extensive investigation on this problem until the 
year 1925 when a whole series of publications appeared. Zondek 
and Brahn,?? Loewe,?4 Glimm and Wadehn,”> and Frank et al?6 
have all described methods for obtaining the substance in a water- 
soluble form, but all these publications have been subjected to 


*From “A Lecture on the Ovarian Hormone.” By E. C, Dodds, Lancet, 
1928, i, pp. 6-7. 
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criticism, and it would appear that the methods are not entirely 
satisfactory. The most serious claim to a solution of this problem 
is that put forward by Laqueur?’?8 and his co-workers. He has 
described a great many alternative methods for the preparation 
but, as has been pointed out by several reviewers, these publications 
are in the main lacking in experimental detail, and this fact probably 
explains why other workers have not succeeded in obtaining 
constant results with any of the many processes recommended by 
him. There can, however, be no doubt that Laqueur obtains active 
material in a water-soluble form. Reference to this subject will be 
found in papers by Allan, Dickens, Dodds and Howitt”? and by 
Thayer, Jordan and Doisy,*° and in the review by Allen and Doisy.? 

A process has recently been worked out in these laboratories 
for the production of the hormone in a water-soluble form. Tuis 
has been accomplished by the digestion of placenta with baryta and 
extracting the active principle from the resulting fluid by roeans 
of butyl alcohol. The butyl alcohol is evaporated off, and the 
residue, after dissolving in water, is extracted with ether. The 
residue left after evaporating the ether is saponified with baryta 
and after removing the excess barium from the filtrate with sul- 
phuric acid, the potency is left in a water-soluble form. Details of 
the process can be obtained from the paper already referred to.° 
The pharmacological properties of the water-soluble si.bstance differ 
considerably from those of the oily material. Thus it is found that 
when injected in a single dose into ovariectomized animals, no 
cestrus response is obtained, but if the amount is split up into a 
series of smaller doses and given over a period of three days, then a 
full oestrus response can be obtained. This division of the dose 
was first worked out by Laqueur, and is contrary to the opinion of 
Coward and Burn, but it must be remembered that these workers 
employed the oily material exclusively. The method of standardi- 
zation finally adopted in these laboratories is a combination of the 
multiple dose method of Laqueur with the statistical method of 
Coward and Burn. (For full account see 29). The material obtained 
by the process described above is water-clear, has no effect on blood 
pressure, and can be injected subcutaneously into human beings 
without producing any general or local reaction. 


Distribution of the Hormone. 

The distribution of the oestrus-producing substance has been 
studied, and it is found to be present in the ovary mainly in the 
liquor folliculi. According to Allen and Doisy and to Laqueur it 
is located solely in this and is not to be found in the ovarian stroma. 
This point has been questioned by Dickens, Dodds and Wright*! 


» 


and by Parkes and Bellerby®? who found that the residual ovarian 
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tissue, after removal of the liquor folliculi, still contained appreci- 
able quantities of the substance. With regard to the corpus luteum, 
the consensus of opinion is that the hormone is not present in these 
organs obtained from animals, but Allen, Pratt and Doisy*? have 
obtained large quantities from human corpora lutea. All workers 
are agreed that the placenta is a fruitful source of the hormone, and 
the urine of pregnant women has also been found to contain the 
active principle in some quantity. A curious point in this con- 
nexion is that injection of the hormone into pregnant animals has 
been found by a number of workers to produce abortion.? Since 
the blood during pregnancy already contains a large quantity of 
the cestrus hormone, it is difficult to see how the injection of a 
further relatively small amount brings about this result. There 
is, of course, the possibility that the abortion is due to impurities 
associated with the preparation of hormone used. For a fuller 
account of the distribution the reviews of Allen and Doisy? and 
Parkes? may be consulted. 


2. THE ESTABLISHMENT AND CONTINUANCE OF MENSTRUATION, 
AND THE PHENOMENA OF PREGNANCY. 


The induction of puberty and the establishment of the first 
cestrus have been dealt with and it is now necessary to turn to 
the second section, namely the establishment and continuance of 
menstruation. It is here that one of the greatest difficulties is 
encountered because up to the present the sexual activities of 
animals only have been considered. It is now necessary to bridge 
the gap between animal and man, and it is at once apparent that 
great difficulties will have to be overcome. While there is no 
reason to doubt that the onset of puberty in man and animals is 
brought about by the same mechanism, namely that described 
above, as Corner! says: ‘‘among the mammals we have to reckon 
with such different phenomena as the spectacular annual rutting of 
certain deer; the ‘heat’ of horse, cow and pig, recurring peren- 
nially at three-weekly intervals; the almost totally inconspicuous 
cestrus of laboratory rodents; and the menstrual haemorrhagic 
process of the higher primates.”’ 


Sexual cycle in the lower animals. 

Before the question of menstruation can be considered in the 
light of what has gone before, it is essential to endeavour to decide 
to what menstruation corresponds in the lower animals. Up to 
the present in this review, only the oestrus phenomenon of the 
rodents has been considered. The terms *“ 


’ 


cestrus,’’ ‘‘dioestrus,’ 
‘‘pro-’’ and ‘“‘metoestrus,‘* have been used in the sense as meant 
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py Stockard and Papanicolaou, namely in reference to the vaginal 
smears, but unfortunately these terms have not been used in the 
same sense by all biologists. Originally the term ‘‘oestrus’’ was 
used to indicate sexual activity in the lower animals as shown by 
willingness to mate; this is synonymous with the term ‘‘heat.’’ 
In this country the terminology advocated by Heape** is usually 
employed. He uses the term ‘‘procestrus’’ to indicate the prelimi- 
nary changes that precede the full development of oestrus, and it 
is shown by changes in the animals behaviour and alteration in the 
external genitals. If the animal is of the type that comes on heat 
at regular short intervals, the period of inactivity between two 
oestrus periods is called ‘‘dioestrus,** but if the animal has a long 
period of inactivity, Hleape refers to this as ‘‘anoestrus.’’ The period 
of recession from full oestrus to dicestrus is called ‘‘metoestrus.’’ This 
terminology is used by Marshall,’® and it must be remembered 
that it was used long before the discovery of the cyclical changes 
in the vaginal epithelial smear by Stockard and Papanicolaou. 


Ovulation and Placentation. 

Before it is possible to go into the relationship between oestrus 
and menstruation, it is necessary to consider yet another cyclical 
change in the sexual activities, namely that of ovulation. In most 
animals the onset of oestrus corresponds with, or follows shortly 
after, the rupture of the Graalian follicle; in fact, it has been 
possible to show that the maturation of the follicle is accompanied 
by changes in the uterus and vagina. The exact time relationship 
between the particular stage of oestrus and the rupture of the 
Graatian follicle differs according to species, but in most mammals 
the follicle ruptures spontaneonsly at some time during oestrus. 
In one group of animals rupture of the Graafian follicle only occurs 
if coition takes place; the most important of this group are the 
rabbit, the cat, the ferret. As will be seen later, this phenomenon 


has been used by various workers to investigate the relationship 
between ovarian and uterine changes. The spontaneous rupture 


of the Graafian follicle is caused by some unknown influence. 
There have been several theories put forward to explain this, but 
none of them appears to be entirely satisfactory. Thus, certain 
observers*®® ** have described involuntary muscle fibres in the theca 
externa, and ascribe the rupture to the contraction of these fibres. 
According to Clark’ the rupture is brought about by the disten- 
sion of the part with blood during cestrus, while Schochet*® 
postulates the presence of a ferment which erodes the walls of 
the cavity. 

It is not proposed to enter into the subsequent fate of the 
discharged ovum here; this passes down the Fallopian tube and, 
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if conception does not occur, it disintegrates. If, however, fertili- 
zation takes place, then it becomes implanted in the uterus, the 
method of implantation varying with the species. Here again 
arises another difficult question: in some animals such as the 
domestic pig, the fixation to the uterus is by a very simple method, 
and there is no elaborate preparation of the endometrium, nor any 
burrowings and destruction of the maternal decidua by the ovum. 
In other animals such as the sheep and cow, the fixation is a little 
more complicated, while at the other end of the scale we have the 
higher primates and the human being with their elaborate placental 
formation, trophoblasts burrowing into an elaborately prepared 
endometrium causing the destruction of blood vessels and the 
formation of sinuses, etc. Again, to quote the words of Corner! 
(p. 461): “It is not strange, in view of these differences in reaction 
between uterus and embryo, as found in various mammals, that 
the part played by the uterus in the reproductive cycle is somewhat 
different in various species.”’ 

To summarize, we have the following factors at work up to 
the present: firstly, maturation and rupture of the Graafian follicle 
together with concomitant changes in the uterus and vagina as 
shown by the phenomena of oestrus; secondly, the fate of the ovum 
decides the subsequent changes in the uterus—if fertilization 
occurs, then fixation in the uterine cavity takes place together with 
a further series of changes in the uterine mucosa; if, however, 
fertilization has not occurred, degeneration of the ovum takes 
place and retrogression of the endometrial changes occurs, 


Corpus Luteum. 

There is, however, a further factor to be considered; namely, 
the function of the corpus luteum which is formed from the ruptured 
Graafian follicle. It is not proposed to follow the various histo- 
logical changes which occur following the rupture and discharge 
of the ovum. As is well-known, bleeding occurs into the cavity 
to form a corpus hemorrhagicum, and this in turn becomes filled 
with luteal cells to become the corpus luteum, which persists for 
a varying time according firstly to the species of animal, allowing 
sufficient time for implantation, and secondly, according to whether 
fertilization and pregnancy result. The final stage is a fibrosis of 
the corpus luteum with the production of a corpus albicans. It is 
recognized that the functional activity corresponds with the presence 
ol luteal cells. If pregnancy does not supervene, the corpus luteum 
persists until the next Graafian follicle is almost ready to rupture. 
That is to say, the corpus luteum is only to be found during the 
interval between ovulations, and, with the exception of the rat 
and mouse, the corpus luteum always retrogresses prior to the 
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rupture of a new Graafian follicle; it is only in these two animals 
that the ovaries are seen with a series of corpora lutea. Even here, 
however, it has been shown by Long and Evans‘ that there are 
histological signs of retrogression in these apparently active corpora 
lutea, immediately before the next follicle ruptures. 

A full account of the various theories proposed to explain the 
function of the corpus luteum would occupy too much space for 
this review, and instead we shall proceed directly to the one that 
has found more or less general acceptance. This is based on the 
well-known work of Fraenkel*) 4 4 to whom the idea was sug- 
gested by the embryologist, Gustav Born, immediately before the 
latter’s death. Fraenkel experimented on Born’s ideas and was 
able to build up a theory which, with slight modifications, is adopted 
by most workers to-day. In general this may be stated by saying 
that the corpus luteum produces an internal secretion which causes 
those histological changes in the uterus which prepare the endo- 
metrium for the reception of the ovum. Thus, it had been noticed 
that well-developed corpora lutea were only found in animals having 
a well-marked placentation. Prior to this it had been supposed 
that the histological preparation in the uterus was produced from 
a stimulus arising in the fertilized ovum itself. This was proved 
to be incorrect by a consideration of the changes occurring in the 
uterus in tubal gestation. Fraenkel proved conclusively that 
implantation of the ovum could not occur unless a functionally 
active corpus luteum was present. This was done by removing 
the ovaries in the very early stages of pregnancy and showing 
that absorption of the embryo occurred, and also by destruction 
of the actual corpus luteum itself by means of the electro-cautery. 
This fact has been definitely established and repeatedly confirmed. 

An extension of this work was made possible by Leo Loeb*4 
who formed the idea that after the corpus luteum has sensitized 
the uterine mucosa, the direct stimulus by contact of the fertilized 
ovum results in placental formation. He was able to prove this 
theory by putting a foreign body such as a small piece of glass 
into the uterine cavity of the guinea-pig on the seventh day following 
unfertilized ovulation. Within a few days there was the definite 
formation of a tumour in the endometrium, and this was proved 
histologically to be composed of decidual tissue. It was further 
shown that identical results could be obtained by scratching the 
mucosa at the exact time of the corpus luteum cycle. Destruction 
of corpora lutea by cauterization or by removal of the ovaries 
rendered the production of a placentoma, as the tumour was called, 
impossible. 


These ingenious experiments have received ample 
confirmation. 


As will be seen in a later section, it has been shown 
that the anterior lobe of the pituitary plays an important part 
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in ovarian lutealization, and therefore indirectly in the formation of 
placentomata. 

A direct deduction from the experiments of Loeb is that the 
corpus luteum causes a definite uterine cycle, characterized by 
changes in the endometrium permitting the formation of a placenta. 
It further follows that fertilization is not necessary for the torma- 
tion of the maternal part of the piacenta, although of course in the 
absence of conception: a rapid retrogression sets in as the corpus 
luteum disappears. 

That histological changes in the uterus occur with the pro- 
duction of a corpus luteum even in the absence of pregnancy, was 
conclusively proved by Ancel and Bouin*® in the course of their 
work on mating rabbits with vasectomized and therefore sterile 
bucks. As already mentioned, rupture of the Graafian follicle 
and therefore ovulation in the rabbit is caused by coitus, and so 
it is possible to determine exactly the time of ovulation. These 
observers found that histological changes, similar to those described 
by Hitschmann and Adler (see below), occurred in the rabbit’s 
uterus following this sterile connexion, 


Application to human cycle, 

A further striking confirmation of Loeb’s work was obtained 
by a careful histological study of the human uterus by Hitschmann 
and Adler.46 They showed that a week or so before the onset of 
menstruation there was a definite hypertrophy of the endometrial 
glands, and at the same time a distension of the blood vessels of 
the stroma and changes in the connective tissue cells, of such a 
nature as to make them look like decidual cells. This was 
followed by actual sub-epithelial hamorrhage and denuding ot the 
endometrium if fertilization did not occur. ‘*Without reference 
to events in other mammalia, and lacking of course all knowledge 
as to the relation of ovulation to the menstrual cycle in man, 
Hitschmann and Adler proposed as their hypothesis that the pre- 
menstrual changes represent a preparation for the reception of an 
ovum discharged and fertilized at some unspecified previous time 
in the cycle, and that actual implantation takes place in the late 
premenstrual stage.’’) (pp. 465-466). This work would indicate 
that ovulation in the human subject takes place prior to menstrua- 
tion, and whilst this view has been contradicted by some workers, 
it would appear that it is favoured by modern opinion. 

To conclude this section it is necessary to apply the knowledge 
eained from the study of animals to the human cycle. There is no 
need to emphasize the difficulties of interpreting the phenomenon 
of menstruation since it is impossible to apply direct experimental 
methods to observe the relation between rupture of Graafian 
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follicles and actual changes in the uterus. To quote only one diffi- 
culty, coition is not limited to any particular stage of the inter- 
menstrual interval. The essential step in the argument is to 
determine the time relationship between ovulation and therefore 
formation of a corpus luteum, and menstruation, and various 
workers have attempted to do this. Thus, the embryologists have 
tried to calculate back from the probable age of an embryo removed 
together with the uterus for some extraneous surgical reason, to 
the actual date of ovulation, and then, by examining the clinical 
history, to compare this with the date of the onset of the last 
previous menstruation. It is at once apparent that the combined 
possible errors of this method render it entirely unreliable. The 
same applies to the use of information concerning the duration of 
pregnancy gained by German obstetricians during the war. At 
that time it was possible to ascertain the date at which conception 
must have occurred in relation to the last menstruation owing to 
the fact that the husband was home on leave at a certain date, and 
knowing the date of delivery, and also the date of the last period 
prior to the pregnancy, it was hoped to be possible to calculate 
the date of the ovulation. Again this method was vitiated by the 
possibility of the survival of the spermatozoa for periods of up to 
a fortnight in the reproductive tract. 

Fraenkel applied his theories to the human subject stating that 
ovulation occurred prior to premenstrual changes, and that as the 
ovum was passed down the Fallopian tube, the corpus luteum 
caused the premenstrual changes in the uterus. If conception did 
not occur, then the “‘premenstrual edifice’? was destroyed on the 
retrogression of the corpus luteum, and menstruation resulted. 
Various gynecologists have attempted to establish this theory by 
taking advantage of the opportunity of examining the ovaries 
during laparotomy performed for surgical and gynecological 
purposes. Unfortunately this method also is of little value as it 
has been conclusively proved that it is impossible for even 
experienced observers to judge the condition and state of develop- 
ment of the corpus luteum by macroscopical examination. Still 
another method has been pursued, namely, the examination of 
ovaries removed either at operation or post mortem, but if definitely 
pathological data are excluded, then the number of specimens that 
could be used in such an investigation is very small indeed. 

The most hopeful results have been obtained from a study of 
the changes occurring in the higher primates, particularly by 
Corner, and the following account is taken from his review (pp. 
476-478). 


“The present reviewer’ 


, 


(i.e. Corner) “has in preparation the 
preliminary report of an experimental attempt, now in progress, 
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to establish the ovulation cycle of a primate, Macacus rhesus. This 
familiar monkey undergoes menstrual phenomena to all appear- 
ances quite like the human, with a cycle averaging about four weeks. 
During the present year it has twice been possible to discover the 
ovum in progress through the reproductive canal. These are the 
first authenticated unfertilized ova of primates yet seen after dis- 
charge from the ovary. In one case the animal was killed about 
the twelfth day before the onset of the next expected menstruation ; 
the ovary contained a recently ruptured follicle, and the mature 
ovum was found in the corresponding Fallopian tube. The endo- 
metrium closely resembled the late interval stage of the human as 
classified by Hitschmann and Adler. The second macaque was 
killed about the seventh day before the calculated onset of 
menstruation; there was a large solid and mature corpus luteum, 
and the ovum, in a state of moderately advanced degeneration, 
was found in the uterine cavity. The endometrium was in an 
early premenstrual stage. Examination of the ovaries at other 
periods of the cycle showed a relation of follicles and corpora lutea 
to the endometrial cycle which bore out, at least in fully mature 
animals, the correlations of Meyer and Ruge“ and of Schréder.* 

“It will be seen that by these studies of the primate cycle, 
incomplete as they are, we have advanced beyond the conjectures 
which still occupy much of the literature, and that we cannot be 
far from the truth about the time of ovulation and the growth of 
the corpus luteum. There is less to say as yet about the other 
phase of the human cycle; that is, menstruation and the retro- 
gression of the corpus luteum. The exact function of the menstrual 
hemorrhage is at present in doubt. The original view of Fraenkel 
(at least as interpreted by his earlier readers) that the corpus luteum 
by its activity brings on menstruation, has by almost common 
consent been re-formulated to propose that it is the retrogression 
of the corpus luteum which causes breakdown and hemorrhage 
from the endometrium, no longer subject to anabolic stimuli from 
the lutein cells. If the ovum be fertilized, it is assumed that the 
embryo causes persistence of the corpus luteum, which in turn 
continues its progestational effect upon the endometrium, and thus 
postpones menstruation. Menstruation therefore (though by no 
means an abortion of the unfertilized ovum, as it is sometimes 
put) is on this theory merely a violent demolition of the premen- 
strual uterine edifice, some days after the expected tenant fails to 
arrive. The only normal outcome of an ovulation is pregnancy, 
and the hemorrhage is viewed as a pathological result of failure 
in this respect. I have mentioned on the other hand Schréder’s 
findings that the corpus luteum, at least sometimes, does not begin 
degeneration until after the onset of menstruation. One or two 
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trustworthy human specimens in the author’s small collection also 
show the corpus luteum still undegenerated (as far as can be 
revealed by the ordinary staining technique) on the first days of 
menstruation. It is, I believe, not beyond conjecture that the 
pronidational preparation of the endometrium goes actually to the 
verge of menstruation. We are, of course, ignorant as to the 
exact relation of human implantation to the cyclic changes of the 
ovary and uterus: the most valuable observation yet at hand is 
given by Grosser,*? in a spectacular photograph of the Kleinhans 
specimen, which shows a very young human embryo in the earliest 
stage of implantation, upon an endometrium which is typically 
premenstrual. Decidual alteration of the stroma cells is just 
beginning, and there are a few red blood cells in the stroma, but 
no large extravasations. It has also been noted in connexion with 
a number of earlier human embryos (at stages slightly later than 
the Kleinhans ovum) that the endometrial glands contain blood 
even at a distance from the invading trophoblast (cf. Von Mollen- 
dorff®°). In many pregnancies there is even a trace of vaginal 
hemorrhage at the first lapsed menstrual period. My conjecture 
is thus that in order to provide for the highly specialized embryonic 
implantation of primates, with its opening of the maternal blood 
vessels into the intervillous spaces, the endometrial process is 
carried so far as even to cause bleeding into the tissues during the 
last days of the interval, at the time during which the early embryo 
is to be implanted. The action of the embryo alters the latter part 
of the process so as to inhibit or limit the haemorrhage; but if no 
embryo be present to utilize the extravasation, then the blood 
escapes into the uterine lumen and externally visible bleeding 
occurs. Such a hypothesis seems to render the menstrual process 
something more than a pathological wastage, and also suggests 
a reason for its total absence in species which have less specialized 
forms of implantation : but there can be no solution of these queries 
until in man or some other primate we possess a sufficient series of 
embryos of the second week to give us facts instead of hypothesis.” 

Later experiments of Corner and also of Allen,’°® have shown 
that menstruation may occur in the young female without conco- 
mitant ovulation, and therefore, without the formation of corpora 
lutea. These observers have pointed out, however, that these 
menstrual periods are not identical with the ordinary ones, as 
there is absence of the characteristic premenstrual congestion of the 
uterus and the haemorrhage is scanty. Corner’s conclusions are 
as follows :— 

“From observations described in the foregoing paper,®! the 
following tentative conclusions are drawn: 

‘In young mature females of the monkey, Pithecus (Macacus) 
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rheusus, menstruation frequently occurs without ovulation, and is 
therefore not dependent on the presence of a corpus luteum. 
However, when ovulation occurs, it seems to take place at a definite 
time, about twelve or fourteen days before the onset of menstruation. 
Menstruation without ovulation is not preceded by the so-called 
premenstrual changes of the endometrium, which occur only after 
formation of the corpus luteum. The cause and meaning of 
menstruation in this species are not at present known.”’ 


THE ANTERIOR LOBE OF THE PITUITARY. 

In the preceding section we have dealt with the ovary, uterus and 
appendages irrespective of their association with the rest of the 
body and with the endocrine glands. The question of periodicity 
in the ovary and uterus has been discussed but the mechanism of 
these changes has yet to be considered. It is evident from some 
recent researches that the stimulus for many of the changes which 
occur arrives from the pituitary gland, and this aspect of the matter 
will now be considered. 

Relationships between the ovary and almost all the other endo- 
crine glands have been deduced from clinical observations from 
time to time, but definite evidence as to how these changes may 
occur has, in the main, not been forthcoming. One exception 
must now be made in the case of the pituitary body and in particular 
the anterior lobe, since a very convincing body of evidence has 
recently accumulated showing the close relationship of this portion 
of the gland with the ovary. 

Frélich’s syndrome, supposed to be due to hypopituitarism 
and accompanied by hyposexualism, and the associated dystrophia 
adiposogenitalis, emphasized this relationship, and extirpation 
experiments, following Paulesco’s®? development of the operative 
technique, by Crowe, Cushing and Hormans,** Aschner,® Biedl*® 
and Blair Bell,®** showed that falling off in the growth of animals 
results from extirpation of the greater part of the anterior hypo- 
physis.Ossification is retarded, protein and carbohydrate meta- 
bolism is diminished, and fat deposition occurs to a marked 
extent ; the secondary sexual characteristics do not appear and testes 
and ovaries remain infantile in animals without hypophysis. 
Fraenkel and Gellen® after X-radiation of the pituitary region in 
rabbits report hypoplasia of the genitalia, while Hofbauer®® has 
attempted to control uterine bleeding, myoma, and even carcinoma, 
by X-raying the hypophysial region. In view of the results of 
extirpation, feeding experiments were begun by Wulzen® and 
Goetsch,® © the former giving fresh, and the latter dried gland to 
young animals. The results were entirely contradictory for, 
whereas Wulzen found a retardation in growth of young fowls, 
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Goetsch found an increase in the rate of growth accompanied by 
an early sexual development. Other workers have since contra- 
dicted this latter observation, and it seems clear from the work of 
Evans and Long,® Frank,® and Sisson and Broyle® that oral 
administration has no effect on the date of maturity in rats. 
Clark® showed that oral administration acts as an ovulatory stimu- 
lant in the case of hens. Evans and Long carried out a very long 
series of feeding experiments upon rats, taking advantage of their 
elaborate study of the normal growth rate in these animals,*° and 
were unable to demonstrate any effect. 

In 1916 working independently, P. E. Smith and Allen ® 
succeeded in ablating the anterior hypophysis in tadpoles without 
injury to the brain, and this led to experiments upon replacement 
therapy by Smith in Evan’s laboratory.® Before this Evans and 
Long® had been carrying out administration parenterally of 
extracts of beef-glands with the remarkable result that they were 
able to produce gigantism and sex disturbance in their experimental 
animals. It is necessary to consider these results in some detail. 


Administration of anterior lobe extracts. 

The fresh bovine pituitaries, a few hours after the death of the 
animal, are dissected; the anterior lobes are weighed and passed 
through 40 per cent alcohol and two washings with sterile saline 
and are then vigorously ground in a sterile mortar for 15 minutes 
with sand. The paste is diluted with one-third of its its volume 
of normal saline and is centrifuged. The pink supernatant fluid 
is decanted and injected forthwith. The quantity given is very 
large; up to one c.c. representing nearly the total amount from two 
oxen, is injected intraperitoneally into rats. Administration begins 
while the animals are still sucklings (14 days). In spite of the 
massive protein content the animals tolerate intraperitoneal injec- 
tions although the material is unsuitable for subcutaneous use. 
The injected animals, as compared with their litter-sisters, grow 
more rapidly from the first. The treated rats possess a greatly 
altered third, or post-puberal, growth curve. ‘‘At ‘adulthood’ the 
rat does not undergo a decline as with normal animals and many 
rats did not sensibly alter their growth at this time.’? The animals 
were frequently twice the size of the control rats or of any other 
rats of the same kind. The development is a true overgrowth and 
is not due to fat; the skeleton and most of the viscera, especially 
the heart, lungs, liver, kidney and alimentary tract, are enlarged, 
but not the reproductive tract——uterus and oviduct—which remain 
infantile. The changes in the ovary are very remarkable. The 
growth and maturation of the ova are impaired or prevented. Daily 
vaginal smears were made and it was found that the first oestrus 





112 Journal of Obstetrics and Gynecology 


* occurs later than in the untreated animals, not earlier as Goetsch 
stated. ‘“‘Ovulation had been prevented apparently through some 
toxic influence exercized on the ova, yet instead of follicular healing 
through death of the granular and hypertrophy of the thecal cells 
(the formation of the so-called corpora-atretica), the granulosa had 
also taken on growth changes and corpora lutea were produced 
enclosing the imprisoned ova.’’ These structures, though nor- 
mally found after ovulation and hence only in the sexually mature 
animal, can be produced in giants without ovulation and even in 
the infantile gonads of sucklings by administering anterior lobe 
extract ®. The posterior lobe brings about none of these actions. 

The extract is a specific stimulant to luteal cell growth. Why 
this should be the case is not clear. In pregnancy the pituitary 
hypertrophies, and corpora lutea of pregnancy are found in the 
ovaries, yet in pregnancy, as Evans points out, the ovum is growing 
exuberantly. The anterior extract is toxic to ovarian ova and also 
to developing embryos. Ovulation is abruptly arrested in the hen 
by its administration and laying is easily stopped or regulated. 
(Walker ”). 

Thus the work of Evans and Long shows that there are two 
factors which may be derived from the anterior lobe; (a)growth 
promoting and (6) luteinizing and ovulation- and oestrus-inhibiting. 
If alcohol is added so that the concentration is gradually brought 
up to 50 per cent, and the precipitate of proteins centrifuged off, 
the supernatant fluid retains the ovulatory effect but not the growth- 
promoting factor. Alkaline extracts contain the growth-promoting 
factor and produce ‘‘a remarkable gigantism.’’ The conclusions 
drawn by Evans® from these data are :— 


1. The anterior hypophysis is indispensable for growth to adult 
stature, a lessened amount of its hormone being the direct 
cause of endocrine dystrophies, and an increased amount 
of the hormone the direct cause of overgrowth. 

The hypophysis stands in necessary relationship to normal 
function of the thyroid, sex glands, and adrenal cortical 
tissue. 

This work has been extended by Teel working originally in 
Evans’ laboratory. Teel” has investigated the effect of anterior 
lobe extracts on the course of pregnancy in rats, injecting the extract 
from the day after the animals accept the male until term. The 
period of gestation of these animals is prolonged from the normal 
duration of 23 days to 25 to 29 days. This is fully accounted for 
by a corresponding delay in implantation, which normally occurs 
on the sixth day in rats, but is postponed to the ninth to twelfth 
day in the treated animals. In these experiments the foetuses always 
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died in utero shortly before term, due to secondary changes and 
injury to the placenta which becomes dislodged. This failure of 
the normal birth mechanism is thought by Teel to be due to the 
persistence of luteal tissue, large quantities of which are found 
in the ovaries. The delay in implantation does not appear to be 
due to inability of the uterus to implant the ovum, since Teel’? has 
made the very interesting observation that daily injection of 
anterior lobe fluid always brings about a typical decidual cell 
response—the placentoma reaction—to injury of the uterine mucosa 
in animals with intact ovaries. In ovariectomized animals this is 
not the case. 

A method is described by Putman, Teel and Benedict,’? for the 
preparation of sterile aqueous extracts of the anterior lobe. Beef 
glands are used as the source and the process consists essentially 
in making an alkaline decoction, sodium benzoate (0.5 to 1 per cent) 
being used as a preservative. After a period of extraction of several 
days’ duration, the extract is neutralized and filtered through a 
bacteriological filter. The sterile extract, though still containing 
a very large amount of protein, may be given in doses of four c.c. to 
rats intraperitoneally. This extract causes growth in adult female 
rats, and also in dogs. In the latter case the action is slow and 
a daily dose of one to two c.c. per kilo. after many months caused 
the weight of the treated animal to increase to 26.7 kg. as compared 
with 18.2 kg. in the control. The growth of shaved hair and 
healing of wounds are stated to be delayed after hypophysectomy, 
but growth and healing are restored by the administration of the 
hormone. As a specific test for the extract Putman, Teel and 
Benedict depend on the growth in normal adult female rats. They 
state that oestrus inhibition is not a dependable criterion since 
irritant solutions given intraperitoneally also stop the oestrus cycle. 
Other workers suggest different standards. Thus, Zondek and 
Aschheim’ use immature mice and note the onset of oestrus and the 
changes in the ovary. Their views will be considered later. 
Smith” observes the effect on growth in hypophysectomized rats, 
whilst Winton and Hogben® study the lowering of the metabolic 
rate in frogs. Putman, Teel and Benedict (loc. cit.) state that so 
far they have obtained no effect on the metabolism. In the follow- 
ing section on the effects of transplantation, several apparent 
contradictions to some of the above statements occur. The 
probable reasons for these are considered later. 


Transplantation Experiments. 

Further striking evidence as to the function of the anterior lobe 
is given by the transplantation experiments of Zondek and Asch- 
heim and of Smith and Engle. Smith” by making several trans- 
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plantations of either the whole gland or the anterior lobe only, 
from normal rats into immature normal female rats, was able to 
bring about the complete establishment of the vaginal canal, 
uterine hyperemia, together with an cestral accumulation of fluid, 
and the formation of large follicles or of corpora lutea. Cornified 
epithelium appeared in the vagina almost immediately. The above 
condition was produced as early as the weaning date (22nd day of 
life), the transplants having been begun on the fourteenth day. This 
precocious sexual maturity is very remarkable and supports in a 
general way the views of Hammond® who suggests that certain 
substances necessary both for growth and reproduction are com- 
pletely utilized for growth during the pre-pubertal period, and 
that the reproductive functions do not therefore develop. When 
growth ceases these substances react upon the reproductive system 
and puberty results. By transplantations of the anterior lobes of 
several (four to nine) animals into one rat, Smith may be supposed 
to have flooded the animal with these substances and thus have 
produced a precocious condition of sexual maturity. 

These researches have been extended by Engle’: *° and Smith 
and Engle*! 8°53 who have shown that heterotransplants from the 
rat, guinea-pig or rabbit, also hasten sexual maturity in the mouse. 
The animals so treated will mate as early as the nineteenth day 
of life, only 48 hours after the first pituitary transplantation. 
Ingle’? has been able to bring about a superovulation following 
transplantation into adult animals, large numbers of ova being 
ovulated at once from many follicles. If copulation ocurs at this 
time large numbers of embryos may be present in the uterus, and 
a temporary condition of super-pregnancy may ensue, 

Concurrently with the above workers, Zondek and Asch- 
heim**: *. 8° have independently arrived at somewhat similar results. 
They use young mice as test animals and transplant various glands 
into the immature animals, in order to answer the question as to 
whether the ovarian function can be substituted or stimulated by 
other endocrine glands. They found that transplantations of 
thymus, thyroid, testis, pineal, adrenal cortex and medulla, and 
posterior lobe of the pituitary, have no effect in bringing the 
ovarian function into action, nor is oestrus inhibited in adult 
animals by implantation of thymus tissue or of extirpation of the 
adrenals. Only the anterior lobe of the pituitary was shown to 
produce any effect. “If an infantile mouse of six to eight grams 
weight receives an implantation of a small piece of fresh anterior 
lobe from man or animal, then after 80 to 100 hours, the mouse is 
in a State of oestrus. By the implantation, the active principle, 
i.e. the hormone of the anterior lobe, is given to the mouse. The 
hormone of the anterior lobe—and only this—sets in action the 
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latent ovarian function and thereby brings the infantile mouse to 
sexual maturity.’’ (Zondek*). 

A similar result is claimed to be obtained by the use of an 
aqueous solution of the anterior lobe hormone obtained from the 
urine of pregnant women.* Male anterior lobes are as effective 
as female ones; thus, Zondek implanted glands from a cow and 
a bull, from a man and a woman, and from a woman four years 
after the climacteric, the glands being obtained shortly after death. 
In all these cases a positive result was obtained, oestrus and corni- 
fication occurring in the mice together with enlargement of the 
uterus and ovaries. The action of these transplantations is to 
produce typical oestrus changes in the uterus and vagina, and the 
ovaries are much enlarged and frequently, but not always, contain 
one or two small brown dots representing bleeding into the follicle. 
With a lens one can detect corpora lutea. The transplantation of 
anterior lobe into ovariectomized animals has no effect on the 
vaginal smear or on the uterus, being quite distinct in this way 
from the ovarian hormone. Moreover, as has been stated above 
the ovarian hormone when injected into normal animals does not 
produce any change in the ovaries, but apparently only acts upon 
the uterus and vagina. Zondek and Aschheim make the following 
conclusions from these observations: ‘‘The anterior lobe hormone 
is the motor of sexual function. The anterior lobe hormone is the 
primary, the ovarian the secondary. The anterior lobe hormone 
brings the follicular apparatus into action, fires off follicule- 
ripening, and mobilizes the secondary ovarian hormone in the 
follicular cells. This then acts in a specific way on the uterus and 
vagina.’’ The anterior lobe hormone is regarded as the non-specific 
sex hormone. This is shown by the fact that it acts both on tie 
male and female generative organs **: 8° bringing about growth 
in either sex. 

It will be seen from the above accounts that there are several 
very marked differences between the results of Evans and Long's 
experiments and those obtained by implantation by Smith and 
Engle and Zondek. Of these the most striking is that Evans and 
Long obtain a delay in the onset of oestrus and retardation of the 
development of the uterus, whereas the other workers, by trans- 
plants of fresh gland, produce a precocious cestrus in young rats 
and mice, with hypertrophy of the uterus and appendages. The 
explanation of this difference may lie in the form in which the 
anterior lobe hormone was administered. In Long and Evans’ 
experiments chronic intraperitoneal injection of extracts of very 
large quantities of the gland was carried out for long periods. 
Smith and Engle and Zondek obtain their effects within a few 
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hours after transplantation. Also, Long and Evans and Teel 
administer very crude preparations in which, despite the pre- 
cautions taken, there is a possibility that autolytic or chemical 
changes may have occurred during the preparation of the extract. 
There are certain differences also between the observations of 
Zondek and of P. E. Smith. The latter makes daily implantations 
of anterior lobe tissue and states®® that single transplants of one 
or several glands have been unsuccessful, quoting Schafer, 
Claremont and Erlich,®? and Exner® in support of this. On the 
other hand mice used by Zondek are older, being three to four 
weeks as opposed to 17 to 20 days recorded by Smith and Engle, 
according to whom, three transplantations made on successive 
days are necessary at this age. Further evidence on this point 
would be of considerable interest. 


The Anterior Lobe Hormone and Pregnancy. 

It is well known that during pregnancy certain histological 
changes are observed in the pituitary.°4 The glands increase in 
size and weight, the whole of this increase being due to the change 
in the anterior lobe. The experiments of Teel already referred 
to above, show that extracts of the anterior lobe produce remark- 
able effects when administered to rodents, the most striking being 
the sensitization of the uterus and the resulting placentoma 
reaction. The production of placentoma which cannot normally 
be brought about in the unmated rat occurs freely in the treated 
animals. These changes presumably occur through the inter- 
vention of the luteal tissue which is produced in great quantity by 
the injection of these extracts and appears to act in a manner 
comparable to that of corpora lutea of pregnancy. 

Zondek and Aschheim® claim to have produced ovulation in 
pregnant animals, by the implantation of 0.05 to o.1 g. of quite fresh 
anterior lobe into pregnant mice. Under this treatment the follicles 
ripen and burst, and ova reach the Fallopian tube. Individual ova 
show well preserved nuclei, others show breaking up of the nucleus, 
and the majority are fragmentary and degenerated. In addition 
to the corpora lutea of pregnancy, the presence of new corpora 
lutea from the ruptured follicles is reported. In the uterus are 
living foetuses and the placenta is still firmly attached to the wall. 
These results are attributed to the flooding of the animal with a 
gross excess of anterior lobe hormone. 

It is clear from Zondek’s other publications that the blood 
of the pregnant animal already contains quantities of this hormone, 
injection of even 0.1 c.c. of serum producing maturity in infantile 
mice, and recently Zondek and Aschheim™ have shown that large 
amounts are also found in the urine during pregnancy, so much so 
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that the untreated urine, if injected into infantile mice, produces 
the identical changes in the ovaries, including enlargement and the 
presence of corpora lutea and ‘‘blut-punkte”’ (i.e., corpus hamorr- 
hagicum), which accompany the implantation of anterior lobe 
tissue, and which Zondek regards as a specific test for this sub- 
stance. The hormone is apparently also present in traces in the 
urine of the non-pregnant female and in the male, but the amount 
is too small to show any effect if the utreated urine is injected. It 
will be seen that this difference might constitute a specific test for 
pregnancy, and as such it is elaborated by Zondek and Aschheim 
in the publications quoted. 


Hormonal Tests for Pregnancy. 

The experimental technique is simple. The urine, preserved 
by the addition of a drop of tricresol if necessary, is injected into 
mice three to four weeks of age, whose weight is six to eight grams. 


This latter age seems to be rather near that at which normal 
maturity may be reached in mice; thus, Engle and Rosaco® give 
the date of maturity as from 28 to 49 days, and the weight between 
10 and 16 grams. However, according to Zondek, if animals of 
this size are chosen, the possibility of a natural puberty occurring 
during the observations is excluded. For each test five mice are 
used and the urine is injected in six portions over three days, the 
animals receiving a total amount of 1.2 to 2.4 c.c. A positive 
result is obtained if one or more of the animals when killed on 
the fifth day shows the typical reactions, to which reference has 
already been made (corpora lutea and ‘‘blut-punkte’’ in the ovaries). 
It may be mentioned in passing that, according to Aschheim®” 
the diagnosis of pregnancy from the urine is an ancient practice 
of some 3,000 to 4,000 years standing, for it is described in an 
old Egyptian papyrus that a woman may determine if she is preg- 
nant by taking some earth and barley in a vessel and adding to 
it a little of her urine day by day. Should the barley grow the 
woman is pregnant, but if the grain does not grow, then she will 
not bear a child. The effect of the urine of pregnant women on 
plant growth is at present being studied by Aschheim and H. 
Zondek. 

What ever the results of these investigations may be, it is clear 
that Zondek and Ascheim have made a good case for their method 
of pregnancy diagnosis. Some 500 specimens of urine have already 
been tested on 2,500 infantile mice: half of these were control 
urines from women who were not pregnant, some of whom were 
normal women, others had passed the climacteric, and many were 
specimens from pathological conditions such as irregular menstru- 
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ation, amenorrhoea, benign and malignant ovarian tumours, 
myoma, and diseases of the endocrine system. Of these 258 speci- 
mens only four (one male urine, one cystitis, and two cases of 
genital carcinoma) were positive, the error being 1.6 per cent. 
Similarly in the 197 specimens of urine examined from cases of 
normal pregnancy, the result was negative in only four cases (two 
in the fifth to sixth week, and two during the third to tenth month), 
the percentage error being two per cent. This result, if confirmed 
by other workers, is very satisfactory as a biological test, and 
Zondek and Aschheim claim that the determination of the anterior 
lobe hormone in small quantities of urine, using the method and 
technique described, is specific for the biological early diagnosis 
of pregnancy, definitely indicating that the condition is one of 
actual or only recently terminated pregnancy. While it is early 
to express any definite opinion upon these findings, experiments 
in these laboratories up to the present have confirmed the above 
views of Zondek and Aschheim. 

Brief reference may be made in this connection to the work of 
Siddall®*: °° who has advocated a test for pregnancy based upon 
the demonstration of the presence of these hormones in the blood. 
The patient’s serum is injected into female mice, some of which, 
in Siddall’s experiments, are mature and others not. The ratio of 
weight of uterus and ovaries to body weight is the basis of the test 
and a report on 142 cases is given. The results are claimed to 
show that the test is one of practical value, being reliable early or 
late in pregnancy. 


The Mammary Glands. 

In this brief account much of the earlier work will not be 
considered since it is dealt with at length in Marshall’s ‘‘Physiology 
of Reproduction’’® and other standard works. A full discussion 
of “‘pseudopregnancy’’ experiments is also given in the recent 
review by Parkes,* and in Hammond’s ‘‘Reproduction in the 
Rabbit,’’*8 to which reference should be made for a more genera! 
description. 


It follows from the fact that development of the mammary 
glands occurs at puberty, but does not occur in the ovariectomised 


female, that the stimulus to development at this time is ovarian. 
There is also much evidence based upon grafting experiments and 
conjoined twins*®® (pp. 608-622) which shows that the control is 
hormonal in nature. The exact source of this control has been the 
cause of much speculation especially in regard to the changes which 
occur during pregnancy. Much light has been shed on this subject 
by a study of the pseudopregnancy which may be brought about 
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in rabbits by sterile copulation. Ancel and Bouin! * were able 
to show that in these rabbits, in which corpora lutea were formed 
without gestation, the mammary glands develop just as in the 
arly stages of a normal pregnancy, showing that the foetus is not 
essential at this period for mammary development. The obvious 
inference from these experiments which have been fully confirmed. 
is that the corpora lutea supply the activating factor. The produc- 
tion of similar results by injection of extracts of corpora lutea, 
however, has yet to be accomplished before this hypothesis can be 
regarded as proven. Ancel and Bouin evidently consider this view 
insufficient to explain the changes which occur in the later stages 
of pregnancy, and attribute these to a “*myometrial gland.’’ Others 
have advanced different views. 

Lane-Claypon and Starling’! have tried to track down to either 
the foetus, placenta, ovaries or uterus, the source of the hormone 
which stimulates mammary growth. They suggest, as the result 
of experiments on rabbits, in which they found that the greatest 
effects were obtained by foetal extracts, that the foetus itself is the 
source of the stimulus. This theory is open to serious objections : 
in some animals lactation continues for a very long time—some- 
times a period of many years—and in other species virgin animals 
will give milk. In the first case the action of the stimulus seems 
to be unreasonably prolonged on Lane-Claypon and Starling’s 
theory, while in the latter, clearly the mechanisms is not the one 
that they describe. Halban!®? holds the view that the placenta, and 
especially the chorionic villi, are the source of the stimulus. This 
brief account may serve to show that at least four factors may 
possibly be concerned: (1) ovarian, (2) luteal, (3) foetal, and (4) 
placental. According to current views the part played by the second 
of these is probably the most prominent in the changes which occur 
during pregnancy. 

With regard to the action of ovarian extracts on mammary 
development, the position is far from clear. Lane-Claypon and 
Starling, in the experiments already refered to, injected extracts 
or emulsions of ovaries obtained from pregnant rabbits into other 
rabbits without effect on the mammary glands. That these extracts 
contained active hormone seems to be proved by the swelling and 
congestion of the uterus that was observed. On the other hand 
a number of workers!'®?10419,1°5 have reported hypertrophy of the 
mammary gland following administration of ovarian or placentai 
extracts to rabbits or guinea-pigs. Owing to the fact that the 
opossum has its mammary glands contained together in the pouch, 
ii has been used in the investigation of mammary growth by 


Hartman!’ and Hartman, Dupré and Allen.!% In the ovariec- 
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tomised animal the injection of extracts of liquor folliculi or of 
placenta produced pronounced mammary growth. In the monkey 
also, Allen!®® has observed a similar effect following a series of 
injections over nine to 20 days of extracts from placenta or pig 
liquor folliculi. The total amount given over this period was 
from 64 to 230 rat units. The animals used had previously been 
ovariectomised, and oestrus changes in the genital tissues, accom- 
panied by growth of the mammary glands occurred. 

Laqueur!® has reported mammary growth following the ad- 
ministration to female rats of from 70 to 350 mouse units of ‘‘men- 
formon’’—a water-soluble preparation made from placenta. Also, 
in male rats Laqueur reports growth which he claims is due to the 
‘“‘feminising’’ effect of the hormone which Laqueur regards as 
proved on other grounds also. It is clear that the ovarian hormone 
does in some cases stimulate growth of the mammary glands, but 
in none of the above cases does the growth seem to be so well marked 
as is observed in normal pregnancy, and it seems quite possible 
that the ovarian hormone alone is inadequate to bring about such 
marked changes as then occur. Much light may be thrown on the 
function of the corpus luteum in this connection by artificial pro- 
duction of luteal tissue by the administration of anterior pituitary 
hormone either by transplants or injection of anterior lobe extracts. 

During lactation injection of the ovarian hormone may bring 
about oestrus without affecting lactation.“ If lactating animals 
are ovariectomised, a smaller dose of hormone will bring about 
the same result, and this is considered by Parkes™ to be due to 
the removal of the inhibiting action of the corpora lutea of lacta- 
tion. Parkes holds the view that these structures exert an anta- 
gonistic action to the oestrus hormone, and thus tend to inhibit 
cestrus. He has also quite recently!” shown that if, after sterile 
copulation in the rabbit the luteal stage is prolonged to the length 
of a true pregnancy by administration of anterior lobe extracts, 
mammary growth equal to that occuring in a normal lactation may 
be secured. This seems to show quite conclusively that the corpus 
luteum and not the foetus is the essential element in mammary 
development at any rate in the rabbit. 


SUMMARY. 

The various observations recorded in this review can best be 
put together and summarised by considering the probable changes 
taking place in an immature female animal, beginning with the time 
immediately prior to the onset of puberty. 

During the prepuberal period the internal secretion of the 
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anterior lobe is being utilised for general growth. With the advent 
of puberty and corresponding falling off in the rate of growth, 
quantities of the anterior lobe hormone are set free for the promo- 
tion of ovarian development. ‘The ovary increases in size under the 
pituitary stimulus and begins to secrete the cestrus-producing 
hormone. This hormone is responsible for the onset of puberty 
as shown firstly by external signs such as the development of the 
mammary glands, and secondly by internal changes such as the 
increase in size of the uterus, and in the lower animals by the 
appearance of the first oestral cycle. Up to this stage the sequence 
of events is well established and may be proved by the direct 
experiments quoted. 

It is to be presumed that a similar mechanism occurs in the 
human female with the exception, of course, that oestrus in the 
sense used in the lower animals does not occur. In the case of 
the lower animals the uterine and vaginal cycles of dioestrus, pro- 
oestrus and metoestrus can be brought about after ovariectomy 
by the administration of the oestrus-producing hormone derived 
from the ovary and, therefore, it can be concluded that this sub- 
stance, and the ovary in the intact animal, are responsible for this 
function. To what extent is this true of the higher primates and 
man? In man we have little direct evidence on this point, but 
in the macaque, whose cycle closely resembles the human one, 
administration of the oestrus-producing hormone is followed by a 
menstruation which, however, is somewhat scanty in comparison 
with the normal amount. 

Both in the lower animals and in man another cycle is occurring, 
namely the cycle of ovulation. In the lower animals rupture ot 
the follicle. and discharge of the ovum occurs at about the same 
time as oestrus and this is followed by the production of a corpus 
luteum. Since oestrus can be induced in the absence of a corpus 
luteum this cannot be essential at this stage of the phenomenon ; 
on the other hand the corpus luteum is essential for the sensitisation 
of the uterus as shown by the work on the placentoma reaction. 
The fertilised ovum does not provide the stimulus. If the ovum 
is not fertilised it degenerates. Arguing from the macaque to the 
human subject it would appear that menstruation can occur in the 
absence of ovulation and therefore in the absence of the corpus 
luteum. This is suggestive that the stimulus to menstruation is 
provided by the oestrus hormone derived from the ovary: but at the 
same time the flow is not so great as when ovulation occurs. 

It must be clearly understood that the above summary is an 
attempt to correlate the main facts upon which the majority of 
workers are agreed, and although it is presented in a somewhat 
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dogmatic manner, it must be regarded merely as a working hypo- 
thesis. 

It is hoped that this review indicates that much of the confusion 
and contradictory evidence of the earlier workers is giving place 
to a more orderly understanding, and that this has come about 
very largely from a study of the cycle in the monkey and also from 
the preparation of potent extracts capable of producting at will 
such changes as puberty, oestrus, the formation of corpora lutea 
and placentoma in the lower animals. 
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“Sterility in Women.” By SrpNry ForspikE, M.D., B.S. (Lond.), F.R.C.S. 
(Eng. and Edin.), Surgeon to the Hospital for Women, Soho Square, 
Iondon. Tondon: H. K. Lewis, & Co., Ltd., 1928. Price g/- net. 


The importance of sterility in gynecological practice has greatly 
increased during recent years as new methods of investigation and treat- 
ment have been evolved. Numerous measures rational and irrational have 
been put forward by workers in different countries and it is refreshing to 
read in this little book by Mr. Sidney Forsdike a concise but full discussion 
of the subject by one who has had great experience of these cases. 

The book may be divided roughly into three parts, cetiology, investi- 
gation and treatment. Sterility is divided into absolute sterility in which 
case the essential organs are missing or deformed and relative sterility 
which is subdivided into two groups, those cases with an ascertainable 
lesion and those cases which appear to be normal. Great stress is laid 
on the necessity for proving that the husband is fertile before submitting 
the woman to the discomfort and risk of any operative procedure. Giles 
quotes statistics which assess the responsibility of the husband at figures 
which vary between 1o per cent and go per cent. In Mr. Forsdike’s 
series the figure is approximately 25 per cent. About thirty pages are 
devoted to the causes of sterility in women. In a long list, the most 
frequent was found to be pelvic infection in 16 per cent. of all cases. In 
2 per cent. both the man and the woman were apparently normal. In 
many of these cases the author considers that the trouble is to be found 
in the ovaries which may be shut off by light adhesions or may be studded 
with small cysts. 

The investigation of cases is aided by a simple yet complete form of 
case paper which the author has devised, a copy of this is given in the 
book. After excluding gross lesions in the pelvis and after proving the 
fertility of the husband, the Fallopian tubes are inflated. Provis’s modifica- 
tion of Currier’s apparatus is recommended. Mr. Forsdike prefers to dispense 
with an anesthetic whenever possible because the conscious patient will 
soon cry out if the pressure becomes too great. He considers that pressures 
up to 300 nm. of mercury are safe without an anesthetic but will not 
exceed 200 with an anesthetic. In 100 cases of inflation, 47 were 
apparently normal ; of these 15 became pregnant. ‘The author accepts only 
seven of these as instances of cure by inflation because unless pregnancy 
occurs within three months of inflation he dees not consider that the 
inflation rendered conception possible. 

The most important part of the book is to be found in Chapters IX 
and X which are devoted to the author’s original work on the use of 


lipiodol, The technique is fully described and 17 full page hysterograms 
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are given. These demonstrate the various abnormalities which this form 
of investigation can demonstrate. In 67 cases of injection of lipiodol 
the Fallopian tubes were found to be patent in 41. Of these 41 cases 14 
or 34 per cent. subsequently became pregnant. To what extent the 
lipiodol injection was responsible is uncertain but there is no doubt that 
inflation and lipiodol ‘“‘have earned an important place not only in the 
diagnosis but also in the treatment of sterility’. 

An account of the available means of treating sterility is very interest- 
ing reading. Mr. Forsdike is very much opposed to operative measures 
without first determining whether the Fallopian tubes are patent, at any 
rate so far as the fimbriated extremity. He has had no success in opera- 
tions on the Fallopian tube except when the obstruction is restricted to 
the fimbriated extremity. Throughout these chapters actual cases are 
quoted drawn from the author’s practice. 

The publication of the second edition of the book will be interesting, 
since the author will have more data on which to base a definite opinion 
cn the therapeutic value of inflation and lipiodol. 


A. Walker. 


“‘A Handbook of Clinical Gynecology and Obstetrics.’”? By R. T. La VaKg, 


M.D., F.A.C.S. London. Henry Kimpton, 1928, pp. 281; illustra- 
tions 35. Price 18/-. 


THE author explains in the preface that he has not attempted to cover 
the whole field of obstetrics and gynecology, indeed that would be impos- 
sible in 263 pages of large print, aud he is emphatic that his book should 
only be used in conjunction with classical works on these subjects If the 
book is regarded as a series of lectures on some of the more important 
problems which confront the speciality, there can be no doubt that there 
is room for it. It is to be commended to the student who is serving an 
apprenticeship in the Gynecological department, for the first three chapters 
are devoted to a description of the taking of the history and the systematic 


examination of the gynecological patient. We feel, however, that the 


“General Examination” should more properly be placed after ‘‘History” 
and before “Examination of the Abdomen”? rather than find its place as 
a paragraph headed “The Pulse” at the end of a chapter and after 
“Vaginal”? and ‘‘Bimanual Examination.’? But this 
and in our opinion these first three chapters are among the best in the 
first part of the book. 


that gynecological diagnosis is based entirely and only upon a digital 


is a small matter 
There is a prevalent view among medical students 
examination of the vagina. It is common knowledge that the briefest 
questioning of the patient is too often rapidly followed by the introduction 
of the examining finger. Time and again mistakes are made through 
incompletely taking the history, through neglecting to examine the 
abdomen and through failing to use the eyes as well as the fingers when 
examining the vulva and the vagina. Dr. La Vake recognizes these facts 
and makes an attempt to rectify the misconception on the student‘s part. 
His advice is, of course, not new and it can be found in most of the larger 
text books. He gives, however, a prominent place to discussion of 
the systematic gynecological examination, 
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The remaining Chapters (IV to VIII) in Part 1 deal with various common 
gynecological conditions. Each chapter serves as a useful introduction to 
the subject which forms its heading but cannot be said to do more than this. 
Chapter IV is labelled ‘‘Misplacements of the uterus. Retroversion. Pro- 
lapse.” In it the mechanism which produces retroversion is ably discussed 
at some length. A relatively long account of treatment by posture, by 
replacement and by pessary follows. There is practically no mention of 
operative treatment, although this is briefly discussed in the chapter on 
‘The Post-partum Examination.’ Prolapse receives but an odd line or 
two here and there throughout the chapter. That the student should not 
be allowed to become obsessed with the importance of operative procedures 
in the treatment of backwardly displaced uteri is admitted, but that he 
should pass through his student days without learning anything of their 
indications or of their nature cannot be allowed. The author claims to 
have written on common conditions of practical importance. Surely 
prolapse deserves more attention than it has received. 

It is not easy to understand why the chapters (V, VI, VII and VIII), 
on ‘‘Pregnancy,” ‘‘Pelvimetry,” ‘“‘Diagnosis of Presentation and Position 
by Abdominal Palpatation and the Rectal Examination” and ‘‘The Post- 
partum Examination” is sandwiched between ‘Displacements of the 
Uterus” on the one hand and “Sterility”? on the other. 

Dr. Ia Vake has done well to stress the importance of the routine 
examination of mothers after delivery. He sees all his cases once, six 
weeks after confinement. The examination, however, has chiet reference 
to the position and size of the uterus; no remarks are offered upon the 
subsequent histories of toxaemic patients. 

There is little to be said about the remaining chauters in Part 1. Each 
deals with a wide subject in a small space. Each is concise and to the point. 
In places the reading is far from easy, a change frequently being made 
from the third to the second person, from the second person to the impera- 
tive and from the imperative back again to the third person. At times 
the subject is too wide for its confines. ‘‘New Growths” (Chapter XIV) 
are dismissed in nine pages. The subject matter dealt with comprises 
every common neoplasm, benign or malignant, found in connexion with 
the female genitalia. It is true that an immense amount of information 
exists in those nine pages, including a most useful summary of the contra- 
indications to the use of radiation in the treatment of uterine fibro-myomata, 
but a method of teaching which presents to the student a number of facts 
without the ‘‘why” and the ‘‘wherefore’? cannot be considered ideal. 
However, as an introduction to a study of neoplasms of the female genital 
tract the article is most certainly to be commended; for the teaching, 
here as throughout the book, is orthodox, conservative and sound. 

Part II, being more complete, will, in our opinion, prove of greater 
service than Part I. Possibly this is because the basic facts of obstetrics 
can more easily be expressed in short terms than can those of gynecology. 
Be this as it may, the student who masters La Vake’s Part II will have 
no mean knowledge of obstetrics, and if he puts into practice what he 
learns he will make few mistakes. This second part begins with an 
‘Introduction’? (Chapter XVII) and finishes with ‘‘Rules in Obstetrics” 
(Chapter XXXV). Throughout the whole of the 114 pages of which it 
is composed the author impresses in a very forceful way the importance of 
conservatism and of asepsis in the conduct of obstetric practice. 
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In the introduction, the common causes of maternal mortality are 
discussed and common mistakes brought to notice. Surely Dr. La Vake 
has struck a key note when he says ‘‘The dangers of incorrect diagnosis 
are obvious. They are of two kinds: (a) incorrect diagnosis that allows 
the abnormal to exist for so long a time that proper interference is less 
likely to succeed; and (b) incorrect diagnosis that does not recognize the 
normal and urges to unnecessary interference to the detriment of mother 
and child. Attempts at delivery before the cervix is fully dilated is one 
of the most common death-dealing and maiming procedures.”” This teach- 
ing is reiterated aud enlarged upon in the succeeding chapters, particularly 
those on “Sepsis” (Chapter XVIII) and ‘‘Forceps’? (XXII). Prominence 
is rightly given to the former, being placed, as it is, at the beginning of 
Part II after “‘Introduction.”” The author recognizes four measures likely 
to reduce puerperal morbidity and mortality. The first has reference to 
the education of the public whereby the future mother is made to realize 
the necessity for seeking medical advice early in pregnancy. The second 
measure concerns efficient ante-natal care, which should have special 
reference to the detection and treatment of septic foci. Dr. La Vake stresses 
the importance of warning the patient not to allow anything to enter 
the vagina during the last six weeks of pregnancy. He claims to have 
seen many cases of sepsis which could be explained only by intercourse 
just before labour or by the patient herself having made digital examina- 
tions of the vagina. The third measure relates to the doctor’s technique 
before, during and after labour. The teaching of some members of the 
more advanced school that instrumental delivery should be practised in 
nearly every case is heartily condemned. The prevalence of this belief 
‘Gs a likely reason why obstetric mortality does not seem to diminish in 
direct proportion to our increase in operative knowledge.” In the author’s 
experience three errors stand out ‘‘as likely to increase the incidence of 
sepsis’? :—1. A failure to recognize the time element in labour which 
results in too early interference. 2. A failure to remember that lacerations 
are rare when cervical dilatation and delivery have been allowed to take 
place normally and unaided. 3. A failure to practice the best aseptic 
technique and a tendency to place too great reliance on antiseptics. 
4. The closest attention should be given to the nursing problems 
involved in obstetrical cases both as regards the training of midwives and 
their conduct towards their patients during pregnancy, labour and the 
puerperium. 

The chapter on forceps delivery inculcates the soundest tenets. The 
indiscriminate use of this instrument is again roundly abused and once 
more its application before the cervix is fully dilated is condemned. Two 
other common faults, attempted application of the forceps to the head which 
has not engaged and extraction by the forceps in the absence of a certain 
diagnosis, are discussed and the evils which ensue pointed out. These 
lessons are old but the author’s experience shows that they must still 
be given an important place in teaching. The A.B.C. of forceps delivery 
will be appreciated by students for examination, as well as for practical 
use. “‘A stands for Anesthesia, Application and Amnion. . .. B stands 
for Bladder and Bowel, C stands for Cervix and Cord.’? Throughout the 
other chapters in Part II similar common sense doctrines are preached. 
gut we cannot agree that Abderhalden’s test is of much service in the 
diagnosis of suspected pregnancy. Space might have been found for 4 








130 Journal of Obstetrics and Gynecology 


definition of the terms ‘‘Abortion,” ‘‘Miscarriage’’ and ‘Ante-partum 
Heemorrhage”’ at the beginning of the chapter which deals with these 
conditions. It is a pity that there was no room for a chapter on infant 
feeding. It is to be noticed that version is preferred to manual rotation 
of the head in all cases of occipito-posterior position, whether the head 
be:above the brim, in the brim, or in the pelvic cavity. The chapter on 
“Breech”. (XXV) would benefit by expansion. Eclampsia is treated on 
eliminative lines and induction of labour by the insertion of a bag into 
the uterus is advised for patients in whom labour has not begun. 

Although the book is short, attempting, as it does, to deal with a 
wide subject in a small space, it is in no sense a ‘“‘cram.’’? Indeed it 
should prove of great service to students at the commencement of their 
study of Gynzecology and Obstetrics; because from it they can obtain 
an outline of the conditions, all common, with which it deals. Furthermore 
each chapter can be read as an entity and, being read, presents its subject 
to the reader in a very practical manner and in a small space. A student, 
who has for the first time seen a case of sterility in the outpatient depart- 
ment, will learn more from La Vake’s few pages than from the more 
lengthy dissertations which are to be found in the larger text ‘books. 
Having read La Vake he will turn to the bigger works with greatér under- 
standing and as a consequence he will derive more benefit and pleasure 
from his perusal of them. In fine the book attempts to bring clinical 
teaching as near as it can be brought to the study desk. This was the 
author’s purpose. He requires that his book be used as an adjunct. As 
such it can be well recommended. 


F. Roovugs. 


“Biologie und Pathologie des Weibes,’? Halban and Seitz, Vol. 5, Parts III 
and IV. Urban und Schwarzenberg. 


Part III contains an extraordinary medley of material which ranges from 
a consideration of ps: chical disturbances to an account of the relation 91 
the ear and its diseases to gynecology and obstetrics. Articles on the 
association of the nose and throat, eye, liver, kidney, alimentary tract, 
cardio-vascular system and the skin to gynaecology and obstetrics are also 
included. Although the majority of the articles are long and could perhaps 
have been considerably reduced in size, they contain very valuable infor- 
mation. This is well seen in the sections on skin diseases and pregnancy, 
albuminuria of pregnancy, and the retinal changes in cases of pregnancy 
kidney. On the whole the subject matter is rather specialized for gynie- 
cologists : its value is likely to be for reference purposes. 

Part IV is again very specialized. Two articles are outstanding, one, 
on the relation of infectious diseases to diseases of women, because of the 
important statistics contained, the other by Latzko and Schiffmann, on 
the urogenital tract and its relation to gynaecology and obstetrics. Although 
the latter article is likely to appear more to the urogenital surgeon than to 
the gynecologist, it emphasizes the gynecological point of view. There 
are other articles on the relation of the respiratcry tract, metabolisin, the 
suprarenals, spleen, pancreas, and the nervous system to diseases of 
women, 
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Both these parts of Vol. 5 are produced in the same excellent way as 
the other volumes. The criticism may, however, be made that inasmuch 
as the material contained is of subsidiary importance compared with that 
contained in other sections, it might very easily have been reduced in 
amount. 

For reference purposes, as with preceding volumes, the contributions 
are of the greatest value. 


Wilfred Shaw. 


“Total X Fotos.” By Dr. Denis MuLper. G. C. T. van Dorp & Co., The 
Hague, Holland. 1927. Text in German and English, with numerous 
illustrations. 


THIs is an interesting contribution to the study of long-distance Radio- 
graphy (teleradiography), and it is beautifully illustrated. With the vast 
improvements that have taken place recently in X-ray apparatus and 
focus tubes, it is becoming commonplace to work at two metres, thereby 
utilizing parallel rays and avoiding distortion. When, however, the 
writer of the treatise discusses whole length photography at seven metres 
focal distance, he is carrying the problem outside practical use for medical 
purposes, for it would be quite impossible to adjust the exposure necessary 
for taking skiagraphs of any diagnostic value for the whole body at the 
same time. For the large mammals at the Zoo the method might be 
worth consideration. 


S. MELVILLE. 


ANNOUNCEMENT. 


There exists in Vienna, Austria, the American Medical Association of 
Vienna, which is a well developed organization that exists for the purpose 
of facilitating post-graduate medical work for English speaking medical 
practitioners. All the medical courses given under the auspices of the 
University of Vienna are administered through this organization, and the 
English language is employed. 

For further information, address American Medical Association of 
Vienna, Vienna VIII, Alserstrasse 9, Austria. 
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Lancet. 


October 6, 1928 
* Action of oxytocin and vasopressin on the uterus in labour. A. W. Bourne 
and J. H. Burn. 
October 13, 1928. 
*An unusual attitude of the child in utero. J. W. Burns. 
October 27, 1928. 
True diabetes mellitis complicated by pregnancy. N. M. Goodman. 
November 3, 1925. 
*The mechanistic conception of eclampsia. R. H. Paramore. 
November 17, 1928. 
*The synergistic action of cestrin and pituitary extract on the isolated 
uterus. A. W. Bourne and J. H. Burn. 
Maternal mortality. W. J. Griffiths. (Correspondence). 


December 8, 1928. 
Standardisation of the female sexual hormone. E. Laqueur and S. FE. 
de Jongh. 
December 15, 1928. 
*The action of cestrin on the isolated uterus sensitised with pituitary 
extract. E. M. Scarborough. 
December 22, 1928. 
*Abdominal pain in pregnancy. C. S. Lane-Roberts. 


Action of oxytocin and vasopressin on the uterus in labour. 

Kamm, Aldrich, Grote, Rowe and Bugbee have described two substances 
obtained from the posterior pituitary, oxytocin which stimulates the uterine 
muscle and vasopressin which has a pressor effect. The method used to 
test these substances has been described before. Tracings are given which 
show that oxytocin induces a striking increase in uterine contractions 
following the injection of two units. A good effect is usually obtained if 
the cervix is half dilated. Vasopressin has no effect on uterine contrac- 
tions. The value of oxytocin depends on the fact that as there is no vaso- 
pressin injected, the danger of shock as found with pituitary extract is 
eliminated. 


An unusual attitude of the child in utero. 


In this case the child was lying transversely in an attitude of hyper 
extension. External version failed and delivery was effected by Czesarean 
section. 


The mechanistic conception of eclampsia. 

The author gives a complicated explanation of the effects produced by 
a rise in the intra-abdominal pressure. Deductions are drawn from evolu- 
tionary studies. The arguments are too involved to bear abstraction. A 
rise in the intra-abdominal pressure occurs during pregnancy, this rise 
firstly increases the amount of blood returned to the heart per unit of time, 
and secondly, compresses the capillaries. If the pressure becomes too high 
some capillaries become obliterated and the blood supply to the abdominal 
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viscera is locally interfered with. This results in local lesions chiefly in 
the liver and kidneys as seen in eclampsia. It is maintained that 
eclampsia is simply a manifestation of a gravely perverted metabolism, 
due to an excessive compression preventing visceral activity. 


The synergistic action of estrin and pituitary extract on the isolated uterus. 

Using the water soluble cestrin’prepared by Laqueur which is sold under 
the name of Menformon, the authors found that whereas pituitary extract 
alone has a very sinall effect on the isolated virgin uterus of a guinea-pig, 
a very much greater effect is obtained if cestrin is administered before the 
pituitary extract. Parkes has pointed out an alternative to Dixon and 
Marshall’s hypothesis, namely, that parturition is started by the outpouring 
of pituitary secretion stimulated by an ovarian hormone. The new theory 
which is supported by these investigations is as follows. The amount of 
pituitary secretion remains constant during pregnancy but its action is 
inhibited by the corpus luteum. On the decay of the corpus luteum the 
sensitiveness of the uterus is increased by the secretion of cestrin. 


The action ci cstrin on the isolated uterus sensitized with pituitary extract. 

Control experiments showed : (1) that the sensitiveness of the uterus to 
pituitary extract is increased by suspension in a dilute solute of the extract, 
and (2) that the contraction produced by a second dose of cestrin is similar 
to or rather less than the original contraction. Under certain conditions the 
author found that pituitary extract sensitised the uterus to cestrin. She 
suggests that possibly both hypotheses mentioned in the previous abstract 
are involved in the mechanism of parturition. 


Abdominal pain in pregnancy. 

There are many cases of severe abdominal pain during pregnancy which 
show no physical signs. The commoner organic causes are often difficult 
to diagnose and are considered under three groups: (1) when the pain 
appears to be limited to the uterus; (2) originates in the adnexa, and (3) is 
due to associated conditions. Under the first group are included : (a) undue 
stretching of the uterus, (b) fibroids, (c) concealed accidental haemorrhage, 
(d) hydatidiform mole, (ec), rupture of the uterus. Pain originating in the 
adnexa may be due to extra-uterine pregnancy, salpingitis and salpingo- 
obphoritis, ovarian tumours. Associated conditions which are considered 
include pyelitis, appendicitis, intestinal obstruction, retroverted uterus. 
gall-bladder pain, acute pneumonia, calculi, and suppurative pelvic 
peritonitis. 

A. Walker. 


British Medical Journal. 


October 6, 1928. 
*Radium therapy of carcinoma of the cervix uteri. G. G. Ward. 
*Radium in the treatment of carcinoma cervicis and intractable menor- 
rhagia. E. F. Murray. 
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October 13, 1928. 
*The diagnosis and treatment of sterility. A. E. Giles 
*Diagnosis and treatment of sterility in women. §S. Forsdike. 
*Diagnosis and treatment of sterility in the male. K. Walker. 
Radium in the treatment of carcinoma cervicis. M. Donaldson. (Cor1res- 
pondence). 
October 27, 1928. 
Painless labour. M, DeGaris., 
Radium in the treatment of carcinoma cervicis. E. Ff. Murray. (Corres- 
pondence). 
November 3, 1925. 
*Myomectomy during pregnancy. R. Vaudescal. 
Prevention of puerperal mortality. (The Week). 


November 10, 1tg28. 
*Acute gastric dilatation after double cxtra-uterine pregnancy. 
Everard. 
The duration of pregnancy. 1,. Mirvish. (Correspondence). 
Painless labours. A. K. Gibson. (Correspondence). 
Pessaries for proiapse. F. G. Bennett. (Correspondence). 


November 17, 1928. 
B. Coli meningitis in a new-born infant. F. Braid. 
Open-air life and motherhood. K. O. Vaughan. (Correspondence). 


November 24, 1928. 
Weight at birth. J. D’Ewart. (Correspondence). 


December 1, 1928. 
*The acute pelvis. E. Williams. 
An achondro-plasic twin. A. Warner. 
Radium and cancer. R. H. Jocelyn Swan and V. Bonney. (Correspondence). 


December 8, 1928. 
Radium and-cancer. R. H. Jocelyn Swan. 
Prevention of complete rupture of the perineum. M. M. Datnow. (Corres- 
pondence). 
Painless labours. W. A. Murphy. (Correspondence). 


December 15, 1928.. 
Breast feeding. (Leading Article). 
Artificial respiration for white asphyxia of the new-born. A. Bourne. 
(Correspondence). 
December 22, 1928. 
Paraphimosis of the clitoris. R. J. Willan. 
Post-partum anemia. J. A. Powell and J. B. Davey. 
Puerperal morbidity. B. Solomons. (Correspondence). 


December 29, 1928. 
*The scope of Ceesarean section. F. Ivens. 
Breast feeding. H. H. C. Gregory. 
So-called ‘‘white asphyxia” of the new-born. B. Whitehouse and E. C. 
Plummer. (Correspondence). 
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Radium therapy of carcinoma of the cervix uteri. 

In a short discussion on the present position of the treatment of car- 
cinoma of the cervix, Grey Ward quotes Heyman’s figures obtained from 
20 surgical and 17 radiological clinics. The following five year cures 
were obtained. For total cases, operation 18 per cent.; radiation 16.3 per 
cent. For operable and borderline cases, operation 35.6 per cent.; radiation 
34-9 per cent. Primary mortality, operation 17.2 per cent.; radiation two 
per cent. Operability, operation 43 per cent.; radiation 30 per cent. He 
considers that it is unfair to compare the figures on account of the difference 
in the clinical material as shown by the different cperability rate. Later in 
his paper he accepts the personal variations in deciding into which group 
a case is to be placed. Heyman’s figures are 22.4 per cent of all cases 
well after five years, 44.4 per cent. of operable and borderline cases with 
a primary mortality of 1.59 per cent. 

The technique employed by the author at the Woman’s Hospital, New 
York is roughly small dosage repeated as often as necessary. The initial 
dose varies from 2,400—4,200 milligram hours. (From the context this 
appears to be milligrams of salt, he does not state which salt of radium is 
used). Success has been achieved by repeated re-examination and immediate 
treatment of recurrences. Details of technique are very meagre but short 
needles and tubes screwed with brass and rubber are used. Blood trans- 
fusion is usually employed and careful douching prescribed after treatment 
to encourage sloughing. X-rays are not used. Cases are seen once a month. 
Two series of five year results are available. 22.4 per cent. of all cases 
were alive and 50 per cent. of operable and borderline cases. 

In reporting results Grey Ward appeals for a standardised method and 
gives details of a proposed basis on which the statistics are to be calculated. 

For prophylaxis, the author appeals for the immediate repair of all 
lacerations. He expresses the opinion that radium is the best treatment 
for all cases of cancer of the cervix. 


Radium in the treatment of carcinoma cervicis and intractable menorrhagia. 

The technique employed was to apply 1co milligrams of radium bromide 
to the external os or into a crateriforin ulcer if one existed. The patient 
rests for 14 days and takes potassium iodide five grains thrice daily. She 
is douched every day. Terms used are defined. 2co cases have been 
treated during eighteen months. Results are extremely poor. Radium 
before operation increased the primary mortality from five to 16 per cent 
and increased the recurrence rate. The figures are hardly comparable. 
The author views radium in operable cases with disfavour. In the inoper- 
able group one case out of 23 shows no recurrence after eighteen months. 
For menorrhagia, the author has had excellent ‘results. 


The diagnosis and treatment of sterility. 

Giles investigates these cases in the following order: (1) The general 
and sexual development of the woman. This includes evidence of normal 
development of the sexual organs and that if possible evidence of normal 
sexual desire and sensation. (2) The possibility of normal intercourse. 
Organic or functional obstruction to intercourse may be found in the vulva 
or vagina or some more deeply seated trouble may be found which renders 
jutercourse painful. (3) The effectual reception of the spermatozoa at the 
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os externum. Pinhole os is not necessarily a bar to conception. Acute 
anteflexion or retroversion are important because the cervix is turned 
unduly forward. It is important to prove that live spermatozoa can be 
recovered from the cervical canal after intercourse. (4) The passage of 
spermatozoa through the uterus into the Fallopian tubes. A healthy uterus 
will allow the passage of spermatozoa to the uterine ostia of the Fallopian 
tubes. If the cervix is inspected, a drop of clear mucus at the external 
os usually signifies a healthy uterus. The patency of the Fallopian tubes 
can now be investigated by insufflation. (5) ‘The possibility of fertilisation 
of the ovum cannot be investigated. (6) The possibility of the normal 
develcpment of the fertilised ovum in the uterus. Little is known of the 
conditions necessary for this. Treatment is considered under the following 
headings :—(a) Under-development, treated by endocrine products, ovarian 
grafting is not recommended. (b) Faulty metabolism, obesity is a common 
cause of sterility. (c) Difficult intercourse can be treated by dilatation or 
operation. If the man is incapable of penetration, artificial insemination 
is justifiable. (d) Hindrance to the entry of spermatozoa into the cervical 
canal. Pinhole os requires moderate dilatation but the minimum of injury 
should be caused. Acute anteflexion is treated by dilatation and the 
introduction of a stem pessary for ten or twelve days. Retroversion may 
be corrected digitally or with a sound. A pessary may be worn as a 
temporary measure but operation is required in persistent cases. (¢) Noxious 
discharges should be treated. The cause must be found. (f) Tubal obstrue- 
tion. If the fimbriated extremity is blocked, salpingostomy may be per- 
formed, but if the uterine end is blocked, the uterus is opened and catgut 
threaded into a needle is passed along the Fallopian tube from the uterus 
which is then closed. (g) Endocrine inadequacy is undoubtedly important 
and the author advises extensive laboratory investigation in cases in which 
no abnormality can be found. 


Diagnosis and treatment of sterility in women. 

The causes of sterility may be divided into congenital, acquired and 
functional. Clinically they may be divided into those with gross lesions 
and those without. The latter only are considered.  Forsdike 


finds in 
his series that the man is sterile in 25 per cent. of cases. 


In investigating 
the woman, the presence of living spermatozoa in the cervical canal should 
be proved. If they are not present the secretions may be at fault. Inflation 
of the uterus and Fallopian tubes is valuable as a diagnostic and thera- 
peutic measure. It must not be attempted when infection is present nor 
when uterine haemorrhage is taking place. The author uses Provis’s 
apparatus. Without anesthesia he considers a pressure of 300 mm. of 
mercury safe but with an anesthetic he dees not exceed 200 mm. except 
when the abdomen is open. Retroversion and kinking of the Fallopian 
tubes may cause obstruction. If the Fallopian tubes are closed the author 


considers that there is some hope of curing sterility by operation only if 
the obstruction is at the fimbriated extreinity. The 
lipiodol for the purpose of obtaining X-ray plates to show the site of 
obstruction. Details of his technique are given. 


author introduced 


Plates are taken imime- 
diately after injection and another picture is taken a day or two later 
to see whether the lipiodol has reached the peritoneal cavity. 


Lipiodol 
is also valuable as a therapeutic measure. 


The following rules are laid 
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down. After inflation with patent Fallopian tubes if not pregnant in three 
months inject lipiodol and wait nine months before advising laparotomy. 
If the Fallopian tubes are closed to inflation, inject lipiodol and only operate 
if the obstruction is found at the ampulla. The ovaries can only be investi- 
gated from the abdomen. ‘The conditions present may be: (1) thickened 
tunica albuginea; (2) cystic ovaries; (3) ovarian cysts of one or both 
ovaries, and (4) veils of peritoneum. Little can be done for (1) and (2) 
but pregnancy may follow treatment of (3) and (4). The author does not 
accept the group of cases labelled ‘incompatibility or selective sterility,” 
he considers that such cases are due to combined relative sterility in both 
the male and the female. 


Diagnosis and treatment of sterility in the male. 

Out of 57 cases examined, 25 were found to be normal and 32 showed 
deficient spermatogenesis. Of these 32, 18 were absolutely sterile and eight 
showed impairment of function. In the male sterility is usually acquired, 
gonorrhcea being the usual cause and accounts for 50 per cent. to 70 per 
cent. of cases. The spermatogenic function of the testis is very sensitive 
to outside influences and is profoundly affected by such agents as X-rays 
and infections. The cells producing the internal secretions are rarely 
affected. Kyrle states that it is hardly possible to find a normal testis 
in men who die from an acute infection. The output of spermatozoa is affected 
by infections local and general, the ductiess glands, heat, diet and local 
conditions such as the testicle, varicocele, and hydrocele. The diagnosis 
depends on an examination of the semen. Azoospermia means that either 
no spermatozoa are being formed or there is a bicckage cf the ducts. 
These are differentiated by puncturing the testis with a hoilow needle. At 
present little can be done to relieve obstruction, but if the ejaculatory ducts 
are blocked, catheterisation of the ducts may help. Active treatment cf 
chronic prostatitis is important. Aspermatogenesis may be treated by 
improving the general health and by prolonged administration of endocrine 
products of which anterior pituitary is the most useful. Ultra-violet light 
may turn out to be helpful. 


Myomectomy during pregnancy. 

Interference with a fibroid during pregnancy is rarely justifiable, the 
indications for operation are: (1) Large fibroids discovered early in preg- 
nancy. (2) Necrobiosis. (3) ‘Torsion, kinking or retroversion of the 
uterus caused by the fibroid. (4) Torsion of the pedicle of a fibroid. (5) If 
the fibroid is causing pressure on neighbouring organs. As regards the 
operation, general anesthesia is better than spinal, the tumour should be 
removed through a single straight incision, bleeding is stopped by under 
running with thick catgut tied loosely, no drainage should be employed 
and morphia gr. % every six hours is given for three days. In 21 cases 
operation was required in five during pregnancy, twice after abortion, eight 
times at term and six times during the puerperium. In 38 per cent. the 
operation was myomectomy, and in 62 per cent. hysterectomy was 
necessary. 


Acute gastric dilatation after double extrauterine pregnancy. 
The patient was operated on for a ruptured right ovarian pregnancy. 
-\n unruptured left tubal pregnancy was also present, 
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The acute pelvis. 

Cases are divided into those with fever and those with shock. In cases 
with fever, bilateral pyosalpinx is of interest chiefly from the point of 
view of treatment. The author advocates delay in operating because he 
regards pyosalpinx as a protective mechanism. In cases of peritonitis 
following labour the Fallopian tubes are seen exuding pus and the pus is 
no shut off. Bilateral tenderness in the pelvis may be due to pneumococcal 
peritonitis and may simulate salpingitis. Unilateral tenderness is difficult 
to diagnose. When right sided it is of great importance to differentiate 
between salpingitis and appendicitis. On the left side diverticulitis may 
be the cause. Cases itv which shock is the chief feature are headed by 
ectopic pregnancy. The author does not consider that the phloridzin test, 
Rubin’s test and Cullen’s test are of much value. Ovarian heemorrhage 
cannot be distinguished from ectopic gestation. Torsion of an ovarian 
cyst does not give rise to symptoms so acute as usually described. 
Various other acute abdominal conditions may simulate torsion of a cyst. 
In conclusion the author condeinus small incisions for cases in which pelvic 
symptoms are present. 


The scope of Cesarean section. 

After discussing the various methods of dealing with cases of dispro- 
portion, the author gives a brief survey of the history of Caesarean section. 
lhe lower segment operation was introduced by Frank in 1907. The author 
is not convinced of the advantage of this operation. In the past the indica- 
tions for Casarean section were few, now its scope has been extended. 
In contracted pelvis, the border line lies about a true conjugate of three and 
a quarter inches. The author quotes published figures showing the 
mortality of the operation showing the great rise in the mortality in 
potentially infected cases. Her own figures are taken from a series of 295 
cases, clean and suspect. The technique used in suspect cases is given, 
the more important points being the use of 10 per cent. salt solution as 
a dressing for laceration, the administration of anti-streptococcal serum, 
and the insertion of a drainage tube into the cave of Retzius. The 295 cases 
are analysed in detail. The mortality is 1.3 per cent. for the whole 
series. ‘The foetal and neo-natai mortality is 8.5 per cent. The author 
had a series of 157 cases without a death. No case died of streptococcal 
septicemia which had a prophylactic dose of serum which is best given 
during the operation. In 66 cases a repeat operation has been performed 
and no weak scars were found. In conclusion the author maintains that 
craniotomy of the living child is unjustifiable. 

A. Walker 


British Journal of Experimental Pathology. 


Vol. ix, No. 2, April, 1928. 
*The relation between fatness and _ sterility. A. S. Parkes and J. 
Drummond. 
Vol. ix, No. 6, December, 1928. 
*On the phagocytosis of haemolytic streptococci of high and low virulence 
by the blood of patients infected with that organism. R. Hare. 
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The relation between fatness and sterility. 

Investigating the subject experimentally in rats Parkes and Drummond 
found that excessive fatness does not necessarily lead to sterility, and that 
fatness is more often a result than a cause of sterility. 


On the phagocytosis of hemolytic streptococci of high and low virulence by the blood 
of patients infected with that organism. 

Working with strains of haemolytic streptococci isolated from a septic 
focus or the blood of cases of puerperal septicaemia Hare found that the 
leucocytes in the defibrinated blood of patients infected with haemolytic 
streptococci phagocyte virulent strains of haemolytic streptococci in greater 
numbers than do leucoeytes of normal persons, and that this is due for the 
most part to a high opsonic power in the serum. This opsonic power is 
heat stable, resisting 55°C. for 30 minutes. When sinall quantities of such 
serum containing heat-stable opsonius are added to normal defibrinated 
blood, the rate of growth of virulent haemolytic streptococci in that blood 
is materially reduced. This is shown to be due to increased phagocytosis 
of the microbes by the leucocytes. 


1 ae) Ded he 


British Journal of Venereal Disaeses. 


Vol. iv, No. 3, July, 1928. 
*jhe ante-uatal treatment of venereal disease-—gonorrhcea. E. L. Holland. 
*The ante-natal treatment of venereal disease—gonorrlivea. KF. H. Lacey. 
*The ante-natal treatment of venereal disease—gonorrhcea. (Discussion) 
F. J. Barker, D. Vincrace, Col. Burke, H, Nicol Sharp, V. Russell, 
D. Logan, Wright, M. Rorke, F. J. Browne, Col. Harrison, and E. L. 
Holland. 


The ante-natal treatment of venereal disease—gonorrhea. 

Holland was impressed by the rarity of gonorrhcea complicating preg- 
nancy and the puerperium, both in hospital work and in private practice. 
Thus, at the City of London Maternity Hospital from 1922 to 1927, there 
were 10,000 confinements and eight cases of gonorrhoea and three of ophthal- 
mia neonatorum, and at the London Hospital in 1926-27 there were 4,247 
labours and only four cases of ophthalmia neonatorum proved bacterio- 
logically as gonococcal, and during 1926 there was only one case of 
gonococcal puerperal sepsis in the whole of the hospital records. 

As regards diagnosis Holland holds that this is unwarrantable unless 
the gonococcus can be demonstrated by an adequate technique in the 
secretion from the urethral or cervical canals, or from Bartholin’s gland— 
though the absence of gonococci in films only is not sufficient to exclude 
the disease. Further the so-called ‘‘venereal warts’ or ‘‘condylomata 
actunineta’® are found more often in non-gonorrhceal than in gonorrhceal 
cases. 

Holland finds that the treatment during pregnancy of an infected 
urethra or Bartholin’s gland presents no particular problems. The chief 
problem is the treatment of the infected cervix. Treatinent by vigorous 
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swabbing of the cervical canal was long refrained from because of the 
risk of causing abortion, which fear Holland considers groundless. 

Tracey has obtained the best results in the treatment of the cervix with 
glauramine. Vaccines were also given as a routine, but the results were 
disappointing except in gonorrhceal rheumatism. Lacey also finds that 
ophthalmia neonatorum is now very uncommon. 

In the discussion several of the speakers disagreed with Holland and 
Lacey as to the paucity of gonococcal cases. It was pointed out that the 
bulk of female gonorrhoea was seen in the non-pregnant woman, and that 
a tremendous amount of sterility must be due to this disease. It was 
also stated that if gonorrhoea was more often looked for in gynecological 
practice it would oftener be found. Browne considered that for purposes 
of treatment the diagnosis had to be made on clinical grounds alone, and 
that cases with an excessive discharge should be treated as gonorrhcea, 
without necessarily labelling them as such. A plea was also put in for 
the more conservative treatment of infected Fallopian tubes. 


The Medical Journal of Australia. 


July 14, 1928. 

The Chair of Obstetrics and the appointment of Professors. R. J. W. 
Berry. (Correspondence). 

July 28, 1928. 

*Some observations on the bacterial flora of the female genital passages in 
pregnancy and the puerperium, with special reference to puerperal 
infection. I, M. Bryce. 

August 11, 1928. 
Menorrhagia with an apparently normal pelvis. J. L. T. Isbister. 
Faults in the uterine powers. A. J. Gibson. 
August 18, 1928. 
An abnormal early uterine pregnancy. H. Wollard and J. B. Dawson. 
August 25, 1928. 
Faults in the uterine powers. R. E. Nowland. (Correspondence). 
September 8, 1928. 
The diarrhceas of infancy. W. S. Laurie. 
September 15, 1928. 

*Observations on the chemical examination of the blood and urine in 
toxeemias of pregnancy. J. S. Green and V. I. Kreiger. 

Researches in maternal mortality. M. C. de Saris. (Correspondence). 


Some observations on the bacterial flora of the female genital passages in pregnancy 
and the puerperium, with special reference to puerperal infection. 

Bryce shows that in cases of fever following childbirth or abortion the 
presence of a number of organisms in the genital tract, and especially in 
the uterus, is usually associated with a mild type of disease. 

The isolation of one strain only may or may not be significant. Thus 
if a hardy saprophyte exists alone, it probably means that the resistance 
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of the host is sufficient to inhibit the growth of harmful parasites. On the 
other hand, the presence in pure culture of a fastidious organism, such as 
Streptococcus pvogenes or the gonococcus, appears to indicate the acces- 
sion of invasive power which is associated with virulence for the host. In 
this condition the organism seems to acquire also the power of dominating 
in culture more vigorous strains which would usually outgrow it. 

This work has not indicated whether the association of mild disease 
with the absence of streptococci means that these organisms have never 
been present either as pre-existing or introduced inhabitants or whether 
the resistance of the host has been sufficient to inhibit the development 
of virulence on their part. 

Although the number of cases investigated is small, the findings indicate 
that it is fallacious to regard the presence in the genital passages of 
streptococci (without further reference to their biological character and 
consideration of clinical features) as evidence that they are causally related 
to any disease which may exist. 

The investigation in antenatal cases shows that bacteriological examina- 
tion of the vaginal secretion during pregnancy may be of value from the 
following aspects: (i) It gives an indication of the personal hygiene of 
the patient and the influence of this on puerperal morbidity may be studied. 
(ii) If potentially virulent organisins are found, further observations may 
be made on their type, their subsequcut behaviour and the clinical course 
of the puerperium. (iti) Unsuspected disease, such as chronic gonorrhoea, 
may be occasionally detected and its consequences averted. 

The results of examination during the puerperium of patients previousiy 
examined ante partum suggest that many of the streptococci found post 
partum are members of the saphrophytic flora which temporarily invades 
the normal puerperal uterus. These results, therefore, support the con- 
clusions drawn from analysis of the febrile patients that not only the fact 
that streptococci are present, but also all the other’ bacteriological and 
clinical features of any case should be considered in assessing the signifi- 
cance of these organisms in the production of morbidity. 


Observations on the chemical examination of the blood and urine in toxemias of 
pregnancy. 

As the result of an investigation undertaken to ascertain whether the 
chemistry of the blood and urine would assist in the elucidation of any 
of the problems which arise in connection with the toxcemias of pregnancy 
Green and kreiger draw the following conclusions : 

1. Chemical investigation of the toxeemias of pregnancy has a very 
distinct academic interest. 

2. From the eetiological point of view every toxeemic condition inde- 
pendently of grouping has potentially three factors: (i) purely tonic 
(probably hepatic); (ii) renal; (iii) pre-existing nephritis. 

3. The most satisfactory grouping is a clinical one and an elaboration 
of types is uunecessary and confusing. 

4. The purely clinical outlook is complete. Each case should be viewed 
broadly according to its grouping, with the chemical findings as a fine 
adjustment. 

5. For practical purposes renal impairment is more significant than 
hepatic. The most valuable tests are the urea concentration test, the blood 
urea test and the Fouchet test. 
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6. In the treatment of a “new case’? chemical findings may be over- 
weighed by clinical judgment. Where there is a bad past history much 
more deference must be paid to clinical findings. 

7. From the point of view of subsequent history and pregnancy, 
defective renal tests are very sinister. This is a consideration of immediate 
treatment. 

F. E. T 


Journal of the College of Surgeons of Australia 


Vol. i, No. 1, July, 1928. 
ome plastic operations on the female genital tract. R. Worrall. 
*The repair of the pelvic floor. F. A. Maguire. 
*Plastic surgery of the endocervix. H. H. Sehlink. 


Vol. i, No. 2, November, i928. 
Repair of vesico-vaginal fistula. R. Fowler. 


Some plastic operations on the female genital tract. 

In this well-illustrated article Worrall of Sydney describes the operations 
he performs for complete rupture of the perineum, ‘for weakness of the 
bladder sphincter, for precidentia uteri, for plastic excision of the cervical 
mucosa, for purulent endocervicitis after Sturmdorf, and for total hyster- 
ectomy in non-malignant conditions by excision of the entire cervical 
mucosa and the underlying muscularis. 


The repair of the pelvic floor. 

Maguire points out that damage to the peivic floor may be congenital 
and acquired, the latter, which is always traumatic and most frequently 
the result of parturition, may take the form cf stretching and relaxation 
or tearing and destruction. He enumerates the conditions which may result 
from damage of the pelvic floor as (i) urethrocele, (ii) cystocele, (iii) recto- 
cele, (iv) prolapsus uteri, combined with (i), (11) and (iii) in all degrees to 
(v) procidentia uteri, (vi) loss of contre] of the bladder, (vii) loss of control 


of the bowels. In some of these conditions there is also associated an injurv 
of the direct supports of the viscera. Maguire has obtained satisfactory 
results in these conditions from (i) anterior colporrhaphy, (11) perineorraphy 
and posterior colporrhaphy of varying degrees, and (iii) general repair, a 
combination of the two. 


Plastic surgery of the endocervix. 

For the removal of the mucous membrane of the cervix Schlink has 
devised an instrument which he cails an endocervical enucleator and 
describes the technique of its use under the four following headings :— 
(1) Enucleation of the endocervix as a preliminary step to subtotal hyster- 
ectomy. (2) Subtotal hysterectomy with enucleation of the endecervix from 
above. (3) Enucleation of the endocervical canal and its relining with 
mucous membrane freed from the portio vaginalis. (4) Enucleation of tht 
endocervix without any attempt to reline. 
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Archives of Pediatrics. 


Vol. xlv, No. 9, September, 1928. 
Experiences with banana feeding in infants. I,. von Meysenbus. 
Metabolism of carbohydrates in infancy. P. S. Potter, 
Multiple abscesses of skin of infants. C. White and A, G. Foord. 
*Tetanus neonatorum : Report of case with recovery. D. L. Smith. 


Tetanus neonatorum: Report of case with recovery. 

The mortality of tetanus neonatorum runs from go to 95 per cent. In 
this successtully treated case, 3,coo units of tetanus antitoxin were given 
and a 50 per cent. solution of magnesium sulphate was used as an intra- 
muscular injection in ten minim doses every six hours. The child was 
in hospitai for 23 days. The illness commenced on the sixth day of life 
when the mother noticed that the baby would not nurse and that its jaws 
went stiff. The next day spasms commenced and these were followed 
a day later by general convulsions several times a day. The umbilicus was 
found to be infected. Improvement commenced after ten days of treatment 
and the cure was complete in three weeks. 

R. C. Lightwood. 


American Journal of Obstetrics and Gynecology. 


August, 1928. 
*An outbreak of puerperal sepsis in New York City. B. P. Watson. 
*Epidemiologic and bacteriologic investigation of the Sloane Hospital 
epidemic of haemolytic streptococcus puerperal fever in 1927. F. Meleney, 
Z. Zau, H. Zaytzeff and H. Harvey. 
*Some observations based upon routine investigations of the kidneys in 
the toxcemias of pregnancy. I, Kahn. 

*\ case of pyosalpinx caused by oxyuris vermicularis complicated by 
torsion of the oviduct. W. Smith and J. Denton. 

Torsion of the Failopian tube with the report of a case producing acute 
gangrene of the Fallopian tube. M. Douglass. 

Osteogenesis imperfecta congenita. C. Gordon, 

*Ectopic corpora lutea. V. Degopol, 

*Taparotrachelotomy. An analytic report of forty consecutive operations 
without a death. I. Stein and M. Leventhal, 

*Five vears experience with the low cervical Caesarean section. W. C. 
Danforth and R. M. Grier. 

The effect of bile salts upen the automatic contractions of the uterus and 
upon the action of pituitary cxtract during pregnancy : a_ possible 
explanation of the cause of labour. J. Hofbauer. 

Some points in the veterinary practice of interest to the gynecologist. 
G. 1.. Moench. 

Causes and prevention of stricture and occlusion of the cervix uteri. A. 
Mathieu and G. Schauffler. 

‘Sensitization of guinea pigs per vaginam. DD. Macht. 

Mesenteric Hpomatosis and megalocolon with muscular atrophy cf the 
abdominal wall. W. Dannreuther, 
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Report of a case of congenital sexual anomaly development. P.M. Jefery. 

Report of two cases of pneumococcie peritonitis following normal labour. 
J. McCord. 

A case of ovarian pregnancy of five months development. G. Van Amber. 

Fifth annual conference of state directors of maternity and infancy work. 
Washington, April 1928. 

Selected abstracts—Physiology and pathology of the breast. 


September, 1928. 

*A survey of Czesarean section in the Borough of Brooklyn, City of New 
York. C. A. Gordon, 

*The long labour. H. Bailey. 

“The bacterial content of the uterus at Caesarean section. II. J. Harris 
and J. Brown. 

Cervical infections in the puerperium. J. Goodall and M. Wiseman. 

Cystic cervicitis, with special reference to treatment by cauterization. 
J. Mason and E. Parsons. 

The control of post-operative haemorrhage following nephrotomy for the 
removal of calculi. D. Bissell. 

Report of three cases of struima ovarii. J. Frankel and M. Lederer. 

Pregnancy following the demonstration of the closure of both Fallopian 
tubes by hysterosalpingography. M. Rucker and I.. Whitehead. 

Primary bilateral carcinoma of the Fallopian tube. S. Wolfe. 

*The treatinent of asphyxia neonatorum by the injection of alphalobeline 
into the umbilical vein. R. Wilson. 

The female sex hormone. IX. Possible significance of the rodent vaginal 
spread reaction in the male blood. R. Frank, M. Goldberger and IL. 
McGee. 

The rigid and stenosed cervix in the first stage of labour. 
G. Schaffler. 

Internal rotation of the head with remarks on the Kielland forceps. F. 
McNally. 

*The phenoltetrachlorphthalein test of liver function in the late toxaemias 
of pregnancy. S. Berman. 


A. Mathieu and 


Coincidence of fibroid tumour and exophthalmic goitre with the report 
of a case cured by X-ray castration. F, Lindenberg. 
Selected abstracts—Labour. 


October, 1928. 

President’s address. J. Brettaur. 

*Endometriosis following salpingectomy. J. Sampson. 

*Cyclical and other variations in the tubal epithelium. E. Novak 
H. S. Everett. 

Gonococcal lesions of the female genitalia including consideration of some 
closely allied problems. A. Curtis. 

Postpartum pelvic infections. B. P. Watson. 

The treatment of septic abortion. G. Gellhorn. 

Tuberculous salpingitis. C. C. Norris. 

*Factors predisposing to pyelitis in pregnancy. J. Duncan, 

*Epidermoid carcinoma of the cervix uteri. K. Martzioff. 


and 


*End results of the treatment of cervical cancer by radiation therapy. 
W. Healy. 
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What can we learn from a study of mortalities? J. O. Polak and D. 
Tollefson. 
November, 1928. 

The teaching of obstetrics. P. Findley. 

The treatment of cervicitis, particularly with the cautery and operation. 
F. Holden. 

Premarital examination as a routine preventive gynecology. R. Dickinson. 

*“The surgical treatment of sterility with particular reference to salping- 
ostomy. W. Kerwin. 

The immediate and remote results in two hundred and twelve cases of 
prolapse of the uterus. J. Baer and R. Reis. 

*Clinical results obtained with oxytocin and vasopressin, the recently 
introduced principles of pituitary extract. G.G. Ward, E. Lyon, Jr. and 
G. Bemis. 

A comparative study of certain gynecological and obstetric conditions as 
exhibited in the coloured and white races. C. J. Miller. 

Relaxation of the anterior vaginal wall. C. C. Norris and R. Kimbrough, Jr. 

Fistula of the uterus. J. Masson and H. Simon. 

The metabolism of galactose. The effect of the tolerance of the level of 
ovarian activity. A. W. Rowe and M. McGinnis. 

A case of abdominal pregnancy removed per vaginam. W. A. Scott. 

Tuberculous salpingitis. A report of cases treated at the Free Hospital 
for Women, Boston, between 1896 and 1927. G. V. Smith. 

The office use of the electric cautery in gynaecology. T. Adams. 


An outbreak of puerperal sepsis in New York City. 

This illuminating study by Prof. Watson requires very careful reading 
and an abstract can do it but scant justice. The salient facts and conclusions 
are set out rather as an indication of its scope than of a complete summary 
of its contents. 

During the period January 18th to February 14th, 1927, twenty-four 
patients, out of a total of 163 delivered, developed hzemolytic streptococcal 
infection and eight of them died. Two nurses developed serious infections. 
Only one baby became infected. 

Cases continued after disinfection of the operating rooms by chloride of 
lime and even after a change was made to another delivery room. The 
epidemic was only stopped by closing the hospital for ten days; during 
this time of closure the walls were sprayed with formalin and re-painted. 
Every pillow and mattress was sterilized and re-made. The blankets were 
washed. 

No hemolytic streptococci were found in the air, water or supplies used 
by the patients. The milk supply does not appear to have been examined. 
Some of the medical, nursing and domestic staff were found to be carriers, 
but the epidemic was not arrested by their exclusion from the delivery 
wards. This may have been because fresh carriers were always being 
discovered. A similar epidemic of haemolytic streptococcal infection in a 
general hospital had been arrested by the use of complete mouth and nasal 
masks, but the adoption of this measure failed to arrest this epidemic. 
Nevertheless, Watson points out that these masks should be insisted upon 
as the nose and throat are the only situations other than from infected 
patients from which these organisms were isolated, The first case of the 
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series came in with a history of having had a severe ‘“‘cold’’ for a week 
before. She had no temperature on admission. The data available is not 
sufficient to prove how the infection was first introduced but it is thought 
that some at least of the carriers were victims. 

It appears that the common, if not the only, portal of entry of the 
organisms into the patient was by the vagina. Two patients with hamo- 
lytic streptococci in the vagina had no temperature, but with these two 
exceptions the organism was of a very virulent nature. Every patient, 
except one, with a positive blood culture died. The organisms appeared late 
in the blood in most cases and this fact and post-mortem findings point 
to a lymphatic dissemination. 

In regard to the preparation of the patient it is mentioned that iodine 
(3.5 per cent.) was used for the vulva but no antiseptic was introduced into 
the vagina. There are no details of the antiseptics used in the preparation 
of the hands of the nurses ete. Iysol was employed for soaking soiled 
sheets etc. before washing. 

Watson’s suggestions as to treatment are given as “‘impressions”’ and 
he frankly recognises that it is impossible to dogmatize. He advises that 
on the first rise of temperature an intramuscular injection of quinine bi- 
hydrochloride should be given. If the temperature is still up in twelve 
to twenty-four hours some form of serum equivalent to 100 ¢.c. should 
be given and repeated in twelve hours. If there is a marked drop in 
heemoglobin, transfusion is indicated and may be repeated on alternate days. 

(The next following abstract should be read in conjunction with the 
above as it is a study of the same epidemic from a bacteriological aspect). 


Epidemiologic and bacteriologic investigation of the Sloane Hospital epidemic of 
hemolytic streptococcus puerperal fever in 1927. 

Meleney and his co-workers were called in by Professor Watson after 
the onset of the epidemic of puerperal fever described above. Although 
the utmost expedition was used valuable time was lost while the investiga- 
tion was being organised. They point out that had a properly organised 
team been in existence much more valuable results might have been 
obtained and many lives might have been saved. They instance in emphasis 
of this point the analogy of a permanent as opposed to a voluntary fire 
department. The one is ready to act at once, while the other has to collect 
its personnel from more or less essential work. 

The details of the serological study have been reported elsewhere 
(Journ. of Exp. Med., 1928, xlvili, p. 299), but tests showed that the infect- 
ing organism was the same in all but five cases. These five are therefore 
looked upon as sporadic cases of some other infecting organism outside 
the epidemic. The organism was in all cases but one isolated from the 
Icchia of the infected patients. In two cases the organism was found in 
the vagina of a patient who was and remained well. It was likewise 
demonstrated that the organism could be carried in the naso-pharynx 
without causing symptoms. The infected patients did not have haemolytic 
streptococci in their noses or throats so it is concluded that this was not 
the port of entry. No ante-partum vaginal swabs were taken in the infected 
patients but nevertheless the authors give reasons for believing that 
the organisms were not present in the vagina before admission. ‘They are 
of opinion that infection took place during or immediately after labour 
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by way of the vagina, and that the infection was carried by ‘‘carriers’’ 
and did not spread from patient to patient. 

The authors make a number of recommendations which include the 
wearing of masks at all deliveries and the spraying of the nose and throat 
with an antiseptic during the most dangerous months of the year, i.e., the 
late winter and early spring months. 


A bacteriological study of the puerperal bladder. 

Kincaid studied the subject in fifty-one puerperal women who had 
not been catheterized, and in seven women who had had a catheter passed. 
He found that the normal puerperal bladder is sterile in 92.16 per cent. 
of cases and that in half of these cases bacteria could be recovered from 
the urine by subsequent catheterization. None of these patients had any 
symptoms of cystitis. He thinks that there is relatively little danger of 
catheter cystitis when catheterization is carefully performed. The bacillus 
coli was not found except in pathological conditions except in rare cases. 


Some observations based upon routine investigations of the kidneys in the toxemia 
of pregnancy. 


Kahn believes that the kidneys are an important cetiological factor in 
the toxezemias of pregnancy for he finds evidence of injury in previous 
years in many cases. The ureters should be catheterized in all cases of 
toxic pregnancy and if necessary a urinary antiseptic should be given. 
The author has used “Capricol” and “Formohydrion”’ with excellent results 


but the most important therapeutic procedure consists of irrigation of 
the pelvis of the kidney every fourth or fifth day. At times he leaves 
the catheter in the kidney for several days until satisfactory drainage is 
produced. By these means he has often carried patients to term upon whom 
abortion would have been induced otherwise. 


A case of pyosalpinx caused by oxyuris vermicularis complicated by torsion of the 
oviduct, 

Smith and Denton report an example of this rare condition which 
occurred in a single girl age 23 vears. She was admitted to hospital on 
account of acute pain which proved to be due to torsion of the right tubal 
mass. The left appendages were also found to be adherent and inflamed. 
Microscopic section of these Fallopian tubes showed that they contained 
giant cells and the thin shells cf round worms. No actual worms were 
found either in the Fallopian tubes or in the freces. The authors have 
looked up the literature on the subject and give references. 


Ectopic corpora lutea. 

Under this name Dogopol reports instances of polypoidal protrusion 
of the corpus luteum from the surface of the ovary. She describes a poly- 
poid form, a pedunculated type which has a broader base and in which 
the corpus luteum may be everted so that the theca externa forms the 
innermost layer, and finally there are the free corpora lutea which may 
be found free in the pelvis. The fate of these free bodies is most probably 
absorption. A considerable list of references is given, 
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Laparotrachelotomy. An analytical report of forty consecutive operations without 
a death, 

Stein and Leventhal write in support of the lower uterine segment 

operation. They now employ a transverse uterine incision as advised by 
Munro Kerr. 


Five years experience with the low cervical Cesarean section. 
These authors are also converts to the cervical incision for Caesarean 
section. They employ a vertical uterine incision. 


The effect of bile salts upon the automatic contractions of the uterus and upon the 
action of pituitary extract during pregnancy: a possible explanation of the 
cause of labour. 

Hofbauer finds by animal experiments that the addition of bile salts 
suppresses the spontaneous uterine contractions by virtue of their power of 
reducing surface tension. The reference in the title of the paper to the 
cause of the onset of labour amounts to nothing more definite than a 
suggestion that the pituitary may have something to do with it. 


Sensitization of guinea-pigs per vaginam. 

The author has introduced small quantities of scrum into the vagina 
of some guinea pigs and his results seem to him to demonstrate that normal 
physiological cohabitation is essential for the fertilization of the ovum and 
is also conductive to a “‘merging or union’’ of the mates in a larger sense 
of the word. 


A survey of Czsarean section in the Borough of Brooklyn, City of New York. 

This investigation was modelled up on the lines of Eardley Holland’s 
“Collective Investigation’? in 1920. In this analysis of 1805 cases of 
Czesarean section, of whom 374 (20.7 per cent.) had had a previous section, 
no attempt has been made to draw any conclusions. Readers may, however, 
be interested in the mortality in this series as compared with Eardley 
Holland’s. The corrected maternal mortality, with Holland’s figures in 
brackets, is :— 


CLASSICAL OPERATION (1,015 CASES). 
Not in labour 
Early in labour 
Late in labour 


LOWER SEGMENT OPERATION (187 
Not in labour 
*Karly in labour 
Late in labour 


* 1 death in 6 cases. 


The long labour. 

Bailey has been considering the cause of sudden death in long labours 
and has come to the conclusion that these unexpected deaths are the result 
of acidosis. As a preventative measure he recommends morphia, carbo- 
hydrate feeding and if necessary intravenous glucose. Operation should net 
be undertaken unless the blood pressure is over 100. 
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The bacterial content of the uterus at Cesarean section. 

Harris and Brown have cultured fifty uteri, at various periods after the 
onset of labour, at Czesarean sections and found that 22 of these were infected. 
With one exception the puerperia of all these patients were febrile but all 
recovered. 


The treatment of asphyxia neonatorum by the injection of alpha-lobeline into the 
umbilical vein. 

No large number of asphyxiated infants have yet been treated by means 
of this drug which can now be obtained in a pure state as a hydrochloride. 
It is believed that alpha-lobeline is a respiratory stimulant. The indications 
for the use of the drug lie in asphyxia due to morphine, chloroform and 
ether. It is useless to employ it in cases of asphyxia neonatorum due to 
cerebral injury. The author has found that intravenous injection into the 
umbilical vein is the best method of administration. A dose of 1/20 of 
a grain is used. The injection of alpha-lobeline directly in to the heart 
has been recommended but it is considered to be dangerous. Intra-umbilical 
injections have been employed by the author in 35 cases without ill results, 
and the effects noted have been encouraging. 


The phenoltetrachlorphthalein test of liver function in the late toxemias of pregnancy. 

Berman has investigated very fully the results of the Rosenthal test 
of liver function in the hope that he would be able to throw some light 
upon the diagnosis of the various forms of late toxemia of pregnancy. 
His conclusions are valuable because after three years work he has proved 
the test to be useless. He writes ‘‘This test has no practical value in the 
inanagement of these cases.”’ 


Endometriosis following salpingectomy. 

Sampson is now convinced that the source of misplaced glandular 
elements—whether tubal or uterine—cannot with certainty be determined 
by their histological structure. In recent years several cases of endometrial 
deposits in the scars of abdominal operations have been reported. These 
cases have lent increased support to the serosal theory of origin. Sampson 
seeks to disprove this theory by a study of the uterine ends of the Fallopian 
tube after salpingectomy. He postulates that, if the serosal origin of endo- 
metrioma in the laparotomy scar is correct, similar deposits around the 
tubal stump should have the same origin. If these premises be correct, 
and if it can be shown that endometriosis around a tubal stump can arise 
from tubal or uterine mucosa, then, he argues, a similar origin might 
account for endometrium in laparotomy scars. His paper is therefore a 
study of endometrial tissue around tubal stumps. Fifty-one stumps were 
studied from thirty-six patients and deposits were found in thirty. The 
endometriosis usually resulted from sprouting of the mucosa of the stump, 
but seedlings were found which Sampson thinks were transplanted (perhaps 
by a needle or catgut) at the first operation. He admits that positive proof 
of such an origin can not be furnished although he finds the evidence 
convincing. He has proved by experiments upon fresh tissue that tubal 
epithelium can be transported by the surgeons by needle or catgut. The 
seedlings were in positions in which he would have expected to find them 
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if such had taken place. They were identical but not continuous with the 
tubal sprouts. 

In support of the implantation theory he also suggests that if the first 
operation was preceded by curettage, uterine mucosa might have been 
forced back into the pouch of Douglas and thus transferred to any position 
by the surgeon’s manipulations after the abdomen was opened—including 
the abdominal wound. In operations not preceded by curettage, Sampson 
suggests that manipulations of the Fallopian tubes might transfer bits of 
epithelium from the fimbrize to other parts of the operation field. Finally, 
it is possible that endometriosis was present at the time of the first 
operation. By examination of the cellular deposit on gauze swabs inserted 
into the peritoneal cavity, Sampson found that it was possible to pick up 
both serosal and tubal epithelium on the swab and thus a further possible 
method of transplantation is suggested. 


Cyclical and other variations in the tubal epithelium. 

Novak and Everett after a very full investigation of the subject have 
shown that while the tubal mucosa does not bleed during menstruation, 
its epithelium exhibits a definite cyclic change comparable with that of 
the endometrium. The changes are in the histological structure of the 
cells. The tubal epithelium consists of ciliated and non-ciliated cells with 
an intermediate type of dark rod-like cells called ‘‘peg”’ cells. In the 
interval phase the epithelium is tall, the ciliated cells are broad with 
rounded nuclei near the free border. The non-ciliated cells are narrower, 
and the nuclei are deeper and darker. During the premenstrual phase the 
latter become more prominent and irregular while the ciliated cells become 
lower. In the menstrual stage the non-ciliated or secretory cells become 
collapsed and are represented by the ‘‘peg’’ cells. Within three or four 
days of the menstrual flow the epithelium has regained its interval his- 
tology. During pregnancy the epithelium becomes flat and_ secretory 
changes are not seen. 


Factors predisposing to pyelitis in pregnancy. 

Duncan and Seng by means of pyelograims and careful examination of 
the urine from both ureters have shown that in pregnancy there is a constant 
right-sided dilatation of the ureters beginning between the sixth and tenth 
weeks. The left ureter is not so frequently affected. The ureteral obstruc- 
tion is relieved immediately after labour but some dilatation of the ureter 
remains and hence multiparee show this condition earlier, more frequently 
and in a much more intense degree than primipara. ‘The authors demon- 
strated an unexpected amount of pus and coliform bacilli in the bladder 
and kidneys of supposedly healthy women. 


Epidermoid carcinoma of the cervix uteri. 

Martzloff in this study has undertaken to ascertain the degree of resem- 
blance between cancer cells obtained by biopsy and the cells of the whole 
tumour. He considers that the subject is important on account 6f the 
increasing use of radium. As prognosis and possibly treatment seems to 
depend upon the type of growth it is obviously important to be sure that 
the sample is representative of the whole. His investigations show that 
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about one third of the biopsy specimens will not represent the true 
histology of the growth. 


End results of the treatment of cervical cancer by radiation therapy. 

Healy has analysed Bailey’s radium cases of carcinoma treated from six 
to nine years ago. Of the early growths 12.7 per cent., and 5.5 per cent. 
of the advanced cases were alive. The author is chiefly concerned with 
the prognosis which should be based upon the biopsy findings. He finds 
that the squamous cell types are resistant to radiation but that the soft 
cellular growths are very radiosensitive. 


The surgical treatment of sterility with particular reference to salpingostomy. 
Kerwin has performed salpingostomy upon.fifty patients of whom he has 
been unable to trace twenty-two. Of the remaining twenty-eight patients, 
seven (25 per cent) have become pregnant. One patient had a repeated 
ectopic gestation in the same Fallopian tube. He asks the question ‘‘What 
can we do to improve our results ?”? His answer is that we should reduce 
the nuinber of our failures by careful selection of cases. The husband must 
be found to be in perfect condition for procreation; the wife must have a 
normal uterus and not be over 35; acute inflammation is a contraindication 
as is chronic tubercular disease of the Fallopian tubes. 


Kerwin describes 
his technique which follows the usual lines. 


Clinical results obtained with oxytocin and vasopressin, the recently introduced 
principles of pituitary extract. 

Pituitary extract has been shown to contain two separate principles—- 
oxytocin and vasopressin. These two principles have been isolated in such 
a degree of purity that the oxytocin contains less than one unit of vaso- 
pressin and vasopressin a slightly greater amount of oxytocin substance 
per cubic centimetre. Ward and his collaborators have studied the clinical 
effects of the two substances. They find that oxytocin is slightly more 
potent than pituitary extract and that it fulfilled every requirement neces- 
sary for obstetrics. They also find that vasopressin is somewhat more 
potent in raising the blood pressure than pituitary. The latter also lowers 
the puise rate. The use of oxytocin would appear to be most desirable in 
obstetric cases with high blood pressure, while vasopressin is indicated in 
surgical shock and in diabetes insipidus. 


W. W. King. 


Surgery, Gynecology and Obstetrics. 


Vol. xlvii, No. 4, October 1928. 

*The relation of the histological structure to the prognosis of the carcino- 
mata of the uterine cervix. W. C. Hueper. 

The Fredet-Rammstedt operation for congenital pyloric stenosis. M. B. 
Clopton and A. F. Hartmann. 

*Pregnancy terminated by Cesarean section alter ureteral transplantation 
into the sigmoid. C. W. Eberbach and J. M. Pierce. 

Theophilus Parvin. G. C. Mosher (Master Surgeons of America). 
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Vol. xlvii, No. 5, November 1928. 

*Transplantation of the ureters into the large intestine. R. C. Coffey. 

*Cranial aud intracranial damage in the new-born: An end-result study 
of one hundred and seventeen cases. D. Munro. 

*The differentiation of the reducing bodies in the urine during pregnancy. 
R. Rockwood and E. F. Dodge. 

*Epispadias in females and its surgical treatment. D. M. Davis. 

*Heemolytic anezemia in pregnancy. W. Allan. 

*Endometrial adenomata in abdominal scar following Czesarean section. 
W. J. German. 

Controllable spinal anesthesia in obstetrics. G. P. Pitkin and F. C. 
McCormack. 


Vol. xlvii, No. 6, December 1928. 

*A study of uterine and tubal decidual reaction in tubal pregnancy ; based 
on the histological examination of the tubes and endometria of fifty- 
three cases of ectopic gestation. A. R. Moritz and M. Douglass. 

*Tuberculosis of the genital tract. H. C. Bumpus and G. J. Thompson. 

A clinical index of malignancy for carcinoma of the breast. B. J. Lee 
and J. B. Stubenbord. - 

*Some historical notes on the technique of Cesarean section. L. E. Phaneuf. 

*Spontaneous hematoma of the abdominal wall. G. Halperin. 


The relation of the histological structure to the prognosis of the carcinomata of the 
uterine cervix. 

In order to study the relations between the histological structure and 
prognosis of carcinomata of the cervix Hueper takes into consideration the 
twenty following factors: (1) special cell type of carcinoma; (2) nucleo- 
cytoplasmic efficient ; (3) number of ‘‘pencil cells,’’ (4) infiltrative growth 
of cells; (5) general type of carcinoma; (6) irregularity in size of cells; 
(7) irregularity in shape of cells; (8) distinctness. in outline of cells; 
(9) chromatism of cytoplasm; (10) functional activity of cells; (11) irregu- 
larity in size ‘of nuclei; (12) irregularity in shape of nuclei; (13) chromatism 
of nuclei; (14) hyperchromatism of nuclei; (15) number of mitoses and 
prophases; (16) irregularity of mitoses; (17) character of stroma; (18) 
vascularity of stroma; (19) type of cellular infiltration of stroma, and 
(20) amount of cellular infiltration of stroma. 


He gives the following summary and conclusions :- 


1. A report has been given of a method of numerical evaluation of 
histological malignancy freed to a large extent from the influence 
of individual interpretation by the introduction of 20 different factors 
representing histological qualities of the parenchyma and the stroma of 
carcinomata. 


2. The sum of the evaluations or the ‘histological malignancy index” 
possesses a definite relationship to the end-results. 


3. The ‘stroma index” or the sum of evaluations pertaining to the 
antiblastic qualities of the stroma was in general higher in cases with 
end-result 1 than those with end-result 2, 3, and 4, dying in the first three 
years after the onset of treatment. 
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4. The ‘“‘parenchyma-stroma coefficient’? showed a definite relation to 
the duration of the disease. 

5. Definite information concerning the course of a carcinoma depends 
on numerous local and general, endogenous and exogenous factors. The 
“histological malignancy index’? in which only the histological evidence 
of the malignancy of the tumour cells and the local reaction of the organism 
is considered can therefore render an approximate estimation of the future 
course of the disease. 

6. Radiosensitiveness of a carcinoma decreases with an increase of the 
malignancy index. 

7. A malignancy index which remains stationary or shows only minor 
variations from the value obtained before the beginning of the roentgen- 
ray treatment points to the presence of a radiorefractory carcinoma, while 
a marked. drop of the value of the malignancy index after radiation is 
apparently indicative of a good radiosensitiveness of the tumour. 


Pregnancy terminated by Casarean section after ureteral transplantation into the 
sigmoid. 

To the three cases of pregnancy reported in patients with transplanted 
ureters Eberbach and Pierce add a fourth. Bilateral transplantation of the 
ureters into the sigmoid was performed for exstrophy of the bladder in 
a girl aged 19 years. Four years later she married and had a normal 
pregnancy. When labour pains began Czesarean section seemed indicated 
because absence of the anterior part of the bony pelvis might possibly 
cause a disproportion but chiefly because of the small vagina and the firm 
sear tissue surrounding it. A classical high Czesarean section was per- 
formed and convalescence was normal. 

It would thus seem that transplantation of the ureters into the sigmoid 
does not contraindicate pregnancy with a reasonable degree of safety, and 
this is of particular importance to young married women in whom ureteral 
transplantation is indicated through irreparable sphincter damage or 
vesico-vaginal fistula. 


Transplantation of the ureters into the large intestine. 

In this elaborate and beautifully illustrated article Coffey gives a 
detailed account of his operative proceedings in transplantation of ureters 
into the large intestine. After the efficacy of the valve had been demon- 
strated there remained two major problems standing in the way of the 
general use of the operation, namely, (1) To preserve uninterrupted. kidney 
function while both ureters were being transplanted at the same operation, 
and (2) To minimize infection which had been the cause of deaths regardless 
of the type of operation. The closed duct technique here described solved 
the first problem, and segregation of the lower bowel and the use of 
retroperitoneal drains solved the second. The first nine consecutive cases 
operated on by his technique are detailed. Two of the operations were for 
exstrophy of the bladder, one was for incurable vesico-vaginal fistula, and 
six were for advanced carcinoma of the bladder. All were successful. 
Coffey considers that the operation can be safely recommended to skilled 
abdominal surgeons whether urologists, gynaecologists or general surgeons 
not only for exstrophy of the bladder but in any condition in which it is 
necessary to dispense with the bladder as a reservoir for urine. 
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Cranial and intracranial damage in the new-born: An end-result study of one 
hundred and seventeen cases. 

The end-results of a series of 117 cases of cranial and intracranial damage 
in the new-born collected and followed during the past seven years are 
presented. 

The diagnosis of intracranial hemorrhage of the new-born must be 
expanded to include cerebral cedema and fracture of the skull, and should 
be stated as “‘cranial and intracranial damage in the new-born.”’ 

Post-mortem gross and microscopic studies conducted on 45 of the 56 
primarily fatal cases show that meningeal and intracortical hemorrhage, 
congestion, and cedema are the most common pathological entities. 

Gross intracranial heemorrhage may occur from the rupture of most of 
the large venous sinuses, the most common sites being the great vein of 
Galen and the lateral sinus. 

Intracortical cedema and congestion alone may cause death in the 
new-born. 

Associated development anomalies and cerebral developmental defects 
were in one case negligible and in the other absent in this series. 

Forty-eight of the 58 babies discharged living and relieved have been 
followed up to December, 1927. Thirty-nine of the 48 may be classed as 
cured ; five are still too young to allow for a satisfactory estimation of the 
end-result. 

The most common late result of cerebral damage in the new-born is 
hydrocephalus associated with either epilepsy or idiocy. Convulsions alone 
and spasticity associated with idiocy have also occurred. 

Active treatment in this series was limited to lumbar decompression 
after recovery from surgical shock. In addition, parental blood was given 
intramuscularly in the hemorrhagic disease group. Depressed fractures 
were elevated as soon as possible. Ventricular puncture was done twice, 
as was a typical sub-temporal decompression. 


The differentiation of the reducing bodies in the urine during pregnancy. 
Rookwood and Dodge find that in the majority of cases : 
1. A reducing body found in the urine of a pregnant woman during 
the period of breast engorgement is probably lactose rather than glucose. 
2. A reducing body found in the urine of a pregnant woman during 
pregnancy and before the period of breast engorgement is probably glucose 
rather than lactose. 
3. Glucose found in the urine during pregnancy is almost always due 
to glycosuria of renal or heemic type rather than to diabetes. 


Epispadias in females and its surgical treatment. 

Davis considers that in practically every case in which surgical pro- 
cedures have been properly planned and executed, complete success has 
been attained, and such operations as transplantation of the ureters should, 
therefore, be entirely abandoned for this condition. Even though a satis- 
factory functional result may be obtained it is unnecessary to subject the 
patient to the risk of ascending renal infection, which is always present 
after this operation. Gersuny’s operation of torsion of the urethra should 
also be abandoned, not only in cases of epispadias but for all cases of 
female incontinence. The evil results from it are too numerous and 
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include gangrene of the urethra, urethral stricture, urethrocele with stone 
formation and urethrovaginal fistula, while even in the absence of these 
there are reports of failure to relieve the incontinence. In a case known 
to the author a retention of urine followed a Gersuny operation and the 
urethral orifice could not be located when catheterization was attempted. 
As a result false passages were produced and the patient’s condition made 
worse than before. 

The method to be followed is obvious. It should consist of two steps 
only, the second of which is usually unnecessary. The first should be a 
thoroughgoing plastic repair of the defect, including the following essential 
points: (1) Wide exposure of the affected areas. (2) Sufficient and 
thoroughly controlled excision of excessive mucosa, done under vision. 
It is very important to make the urethra small enough; if it is too small 
it can easily be dilated, if it is too large the operation is a failure and must 
be repeated. (3) Careful suture of the halves of the defective internal 
sphincter muscle over the anterior aspect of the newly formed vesicai orifice. 
(4) Diversion of the urine during the period of healing by a drainage tube 
in the bladder. This procedure can be relied upon to produce a cure in 
most cases in which it is properly carried out. Should it for any reason 
fail, the second stage should then be the performance of Deming’s gracilis 
muscle plastic operation. There is excellent reason to believe that these 
methods can be relied upon to produce a cure in practically every case of 
epispadias in the female. 


Hemolytic anemia in pregnancy. 

According to Allan the haemolytic aneemia of pregnaucy is an acute 
condition and should no longer be classified as pernicious anemia. It 
responds promptly to blood transfusion after the uterus has been emptied. 

The danger of recurrence need not be a contra-indication to pregnancy 
and calls for nothing more than proper supervision of the patient during 
subsequent pregnancies. 


Endometrial adenomata in abdominal scar following Czsarean section. 

Endometrial adenomata in the abdominal scar following opening of the 
pregnant uterus have been reported in 12 cases. ‘These are here reviewed 
and two new cases added. 

The most frequent symptom is pain in the scar during menstrual periods. 
Local excision is sufficient for removal of the tumour. 

The implantation theory would seem to give the best explanation of the 
origin of this group of endometrial adenomata. 

The occurrence following Cesarean section would suggest the use of 
the low type of uterine incision as the lining is chiefly cervical mucosa in 
that region. 


A study of uterine and tubal decidual reaction in tubal pregnancy: Based on the 
histological examination of the Fallopian tubes and endometria of fiity-three 
cases of ectopic gestation. 

Uterine decidua was found by Moritz and Douglass in only eight of 
53 cases of proved tubal pregnancy in which histological examination of 
the endometrium was made. 

Evidence is presented to indicate that in cases of tubal pregnancy 
(a) uterine decidua may be, but is not constantly, formed; (b) decidua is 
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constantly found at the implantation site, if the chorionic villi are intact. 

Vaginal bleeding is a common symptom of ectopic pregnancy and is 
not necessarily associated with the death of the fetus, the condition of the 
chorionic villi, or the physiological state of the endometrium. 


Tuberculosis of the genital tract. 
Deals with the male genital tract only. 


Some historical notes on the technique of Cesarean section. 

Sketching the history of Ceesarean section from the earliest times Phaneuf 
concludes that from the standpoint of technique, the transverse cervical 
incision in the low Ceesarean section is the closest approximation to normal 
delivery, and that the convalescence which follows this method closely 
approaches that of a pelvic delivery. 


Spontaneous hematoma of the abdominal wall. 

Recording one case and examining the literature Halperin finds that 
spontaneous hematoma of the abdominal wall in elderly women presents 
a fairly typical clinical picture. Because of the possibility of diagnostic 
errors it merits the attention of surgeons and gynecologists. The sudden 
onset of rather severe pain followed by the development of a swelling, which 
is very tender, either to the right or to the left of the median line, together 
with symptoms of peritoneal irritation should enable one to make a correct 
diagnosis before operation. Operative interference is indicated both as the 
proper treatment of the condition itself and as a means of establishing 
a correct diagnosis. 


tiga Diced Se 


Journal of the American Medical Association. 


Vol. g1, No. 14, October 6, 1928. 
*Papillary cyst carcinoma of the ovary. J. B. Deaver. 
*Recovery of human ova from the uterine tubes : Time of ovulation in the 
menstrual cycle. E. Allen, J. P. Pratt, Q. U. Newell and I. Bland. 


J 


Vol. 91, No. 16, October 20, 1928. 
*\ female (sexual) hormone. E. Laqueur and S. E. De Jongh. 
*Tuberculosis of Bartholin’s gland. W. D. Fullerton. 
Ovarian hormones and ovarian organotherapy. (Editorial). 


Vol. 91, No. 17, October 27, 1928. 
*Indications for therapeutic sterilization in obstetrics. J. W. Williams, 
Bacillus abortus infection. W. G. Parker. 


Vol. g1, No. 18, November 3, 1928. 
*Antagonism of growth and sex hormones of the anterior hypophysis. 
H. M. Evans and M. E. Simpson. 
*Irridiation of the ovaries and hypophysis in disturbances of menstruation. 
D. G. Drips and F. A. Ford. 
Administration of pituitary extract by nasal spray. A. R. Kintner and 
C, i. Greene; 
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Vol. g1, No. 19, November Io, 1928. 

*Observations on the menopause. II. Effects of ovarian preparations on 
symptoms of the menopause and on basal metabolism. J. T. King and 
E. Patterson. 

The carbohydrate metabolism of marantic infants. (Current Comment). 

Vol. 91, No. 20, November 17, 1928. 

*Teiomyosarcoma of the uterus : Identity, malignancy and treatment. W. T. 
Dannreuther. 

*Ureteral stricture in cancer of the cervix. C. L. Martin. 

Taking roentgenograms of infants. H. Abramson. 

Diet in infancy. (Editorial) 


Vol. g1, No. 21, November 24, 1928. 
Obstetrics and gynzecology in Public Health Program. J. C. Linzenberg. 
Physiological maladjustments of new-born. (Editorial). 

Vol. 91, No. 24, December 15, 1928. 
Restlessness in infancy. H. S. Lippman. 
Cod liver oil as a substitute for cream in feeding mixtures for infants. 

H. E. Irish. 

Uterine and extra-uterine pregnancy. H. P. Miller. 

Vol. 91, No. 25, December 22, 1928. 
*Vomiting of pregnancy. J. P. Gardiner. 
The physiology of micturition. F. H. Redewill. 
Milk sickness. H. H. Bulger, F. M. Smith and A. Steinmayer. 
*Aschheim—Zondek test. H. W. Lopuria and M. Rosenzweig. 
Rupture of corpus luteum cyst. F. P. Hammond and A. O, Stephenson. 
Vitamin B synthesis in the cow. (Editorial). 

Vol. 91, No. 26, December 29, 1928. 
*Mental disease and the induction of abortion. H. D. Singer. 
*Significance of nephritis of pregnancy. R. D. Mussey and N. M. Keith. 
Studies in rickets: III. Prevention by means of ultra-violet irradiation. 

T. K. Selkirk, J V. Greenebaum, and A. G. Mitchell. 


Papillary cyst carcinoma of the ovary. 

In recording two cases Deaver points out that papilliferous cyst car- 
cinoma of the ovary in all probability originates from the germinal epithe- 
lium. It is malignant. In the great majority of cases it develops from 
the papilliferous cyst adenoma, although it may be carcinomatous from the 
start. The tendency is for these cysts to be bilateral. They contain a bloody 
fluid, as a rule, associated with ascites. The symptoms are similar to those 
of any other cystic tumour except that in carcinoma there may be an 
associated loss of weight. They metastasize readily by implantation. The 
knife is the treatment of choice. 


Recovery of human ova from the uterine tubes: Time of ovulation in the menstrual 
cycle. 

This report records the recovery of seven ova from the uterine tubes, 
among them one set of twins and one case of internal migration of an 
ovum from one ovary to the other tube. One ovum was recovered on 
the twelfth, four (including the twins) were recovered on the fifteenth 
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and two were recovered on the sixteenth day of the menstrual cycle. The 
last two showed signs of degeneration, and further correlation of their 
condition with the histology of the corresponding corpora lutea may place 
their time of ovulation earlier in the cycle. 


A female (sexual) hormone. 

Laqueur and de Jongh recommend the standardized limpid watery solu- 
tion of Menformon which is characterised by the following biological 
and biochemical properties :— 

1. Menformon produces oestrus in castrated rats and mice; the same 
changes are induced in young immature animals and in senile ones that for 
many months did not show any spontaneous cestrus changes. 

2. In all mammals tested up to this time (mice, rats, rabbits, guinea- 
pigs and dogs), Menformon makes the juvenile uterus, vagina and Fallopian 
tubes increase in size. They give figures showing side by side, the uteri 
from two rabbits and from two dogs; in each case the two animals were 
from the same litter, and another figure is a microscopic section of one 
uterus horn of each of another pair of rabbits. Out of each pair, one animal 
was treated with Menformon; the other served as a control and was injected 
with liver extract and physiologic sodium chloride solution, respectively. 

3. Menformon induces growth of the mamma in young females as well 
as in males: small doses make only the glandular secretory parts grow, 
whereas with larger doses the external parts, fat tissue and mammilla also 
increase in size, also in mature males. 

4. Menformon increases metabolism only in castrated female animals, 
but not in castrated males. 

5. Menformon has an antimasculine influence in that the testes, penis, 
seminal vesicles and prostate of young male animals show considerable 
retardation in growth; moreover, it is able to produce in mature animals a 
considerable reduction in the size of the testes. 

6. Even when injected for months continuously it is non-toxic; when 
administered intravenously to a dog, doses of 2,000 mouse units do not in 
the least alter circulation or respiration. 


Tuberculosis of Bartholin’s gland. 

Fullerton’s case and the other three cases reported show that tuberculosis 
of Bartholin’s gland does occur, either as a primary condition or secondary 
to tuberculosis elsewhere. The chronicity of the condition, the absence of 
the usual signs of acute inflammation, the thin watery, clear or brownish 
discharge and the absence of gonorrhceal infection all suggest that the 
infection is tuberculous. 


Indications for therapeutic sterilization in obstetrics. 

After discussing in detail the methods of, and indication for, therapeutic 
sterilization in obstetrics and considering the question ‘‘When is advice 
concerning the prevention of conception justifiable??? Whitridge Williams 
concludes with the following words :—‘‘I give contraceptive advice when- 
ever I feel it is medically needed, as I consider it far less serious than 
to induce a therapeutic abortion or a premature labour, which so often 
becomes necessary when a patient is told not to become pregnant but is not 
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instructed as to how to avoid it. Moreover, when I give such advice, 
I always regret that the means at our disposal are not more efficient, and 
that it often must imply a certain feeling of degradation on the part of 
the person securing them from semibootleg sources. I feel very strongly 
that our state and national laws should be amended so as to make it possible 
for physicians to prescribe contraceptive means with the same freedom and 
decency as any other prophylactic or medical device, and I resent very 
strongly the attempt of the government to interfere in this respect, as 
I regard it as an unwarrantable aspersion against the integrity and bona 
fides of the medical profession.”’ 


Antagonism of growth and sex hormones of the anterior hypophysis. 

Evans and Simpson show that two hormones are secreted by the pars 
anterior of the mammalian hypophysis, one required for normal growth and 
the other for normal development of the gonads, thyroid and suprarenal 
cortex. 

As regards its effect on the sexual system, the second hormone can be 
completely nullified by simultaneous administration of the first—the growth 
substance. Evidently nature has provided the necessary nice adjustment 
in the relative amounts of the two substances secreted. That the growth 
of animals is usually accomplished before the attainment of sexual maturity 
may therefore plausibly be due solely to the early predominance of the 
growth hormone. 

Their experiments are in consonace with the identification of the two 
hormones of the anterior gland from the basophilic and the eosinophilic, 
two sharply separated cell types. 


Irradiation of the ovaries and hypophysis in disturbances of menstruation. 

The continued study of a group of cases of primary oligomenorrhoea 
and amenorrhcea and of menorrhagia and metrorrhagia has confirmed the 
impression of an essential ovarian hypo-activity in both conditions. 

The occurrence of spontaneous remissions and the variable results with 
all forms of treatinent add difficulty to the evaluation of a new method. 

Low dosage irradiation of the ovaries or hypophysis offers an additional 
therapeutic measure in intractable cases. The low dosage irradiation has 
given a comparatively high percentage of favourable results in view of the 
severity of symptoms in the cases in which it has been used, and regulation, 
when attained, has continued over a relatively long period. 

In experimental studies which are still incomplete, an attempt was made 
to gage the amounts of roentgen rays for application to the ovaries of 
white rats which might be comparable to low dosage irradiation in the 
human being. Certain immediate variations in the cestrual cycle without 
disturbances of late regularity were obtained. In most instances fertility 
was not affected. The second and third generations of the irradiated rats 
were normal. It was not possible to demonstrate precocious sexual develop- 
ment of immature rats by irradiation of the hypophysis with varying 
amounts of roentgen rays. 


Observations on the menopause. 
King and Patterson draw the following conclusions :— 
1. Corpus luteum and whole ovary by mouth and follicular extract 
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subcutaneously are probably useless in the relief of symptoms of the meno- 
pause. 

2. Bromide or phenobarbital or a combination of the two is distinctly 
helpful in the treatment of such symptoms, probably not specificially but 
as general mild sedatives. 

3. Corpus luteum may raise a low metabolic rate in a patient at the 
menopause, but this effect is not sufficiently striking or constant to warrant 
definite conclusions. Fresh whole gland and follicular extract seemed to 
have no significant effect on basal metabolism. 


Leiomyosarcoma of the uterus: Identity, malignancy and treatment. 

In reporting five cases Dannreuther gives the following summary :— 

1. Various types of sarcomatous cellular transformation occur in a small 
percentage of uterine mural tumours. 

2. Leiomyosarcomas do not initiate pathegnomonic clinical symptoms. 

3. A leiomyosarcoma should be suspected when a uterine neoplasm 
presents unusual friability of the broad ligaments, remarkable vascularity 
of the tumour, absence of a sharp line cf demarcation between the tumour 
and the myometrium, difficulty in shelling out the tumour from its apparent 
circumscribed limits, an opaque appearance on section, and an cedematous 
and sparsely fasciculated appearance of the cut surface, which is softer 
than that of a myoma, 

4. All uterine mural tumours should be cut and inspected during hyster- 
ectomy, before one decides to leave the cervix. 

5. It is illogical for the surgeon to attempt to differentiate between 
“histologic”? malignancy and “clinical”? malignancy. 

6. The numerical incidence of mitotic figures may be accepted as a 
fairly reliable index of the malignancy of a particular tumour. 

7. The hysterectomy should be wide and complete in every case in which 
the slightest suspicion of malignancy can be legitimately entertained. 

8. When the cervix has been left inadvertently, and further therapeutic 
measures seem desirable, radium therapy is preferable, 


Ureteral stricture in cancer of the cervix. 

Martin found that approximately 80 per cent. of all patients with cancer 
of the cervix treated by all methods eventually succumb to the disease. 
In this group of cases, strictures of the ureters producing pain and even- 
tually urcemia and death are the most important complications. Irradiation 
should be directed vigorously toward the broad ligament regions in an effort 
to prevent ureteral involvement. After the complication appears, dilation 
through a cystoscope, indwelling catheters, ureteral transplants, nephros- 
tomy and ureterostomy may relieve pain and prolong life. 


Vomiting of pregnancy. 

Gardiner considers that :— 

1. The vomiting of pregnancy is a self-limiting disease. 

2. Vomiting, as with yawning, respiration, urination and defeecation, 
is a mixed primordial function. 

3. Menstruation is associated with an increased intestinal gradient 211 
pregnancy is associated with a decrease, possibly the result of a substance 
given off by the chorion of the zvgete., 


K 
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4. The time of greatest activity of the chorion corresponds to the time 
of the greatest frequency of the vomiting. 

5. Experimental work on dogs has shown that the pathologic chanzes 
induced by the vomiting of pregnaucy are difficult to distinguish frem 
those of inanition. 

6. The human being, because of the upright position, is the only mammal 
subject to the vomiting of pregnancy. 

7. The immediate cause of death is probably exhaustion. 

8. The value of the inverted ventral posture is that it separates the 
genital and intestinal tracts. 

g. The employment of sedatives is logical. 

10. Enteroclysis is safer and is a more rational guide to the amount of 
fluid needed than intravenous administration or hypodermoclysis. 

11. The inverted ventral method has been used with success in three 
cases. 











































Aschheim—dZondek test. 
The Aschheim-Zondek hormone test for the diagnosis of pregnancy was 

carried out in 132 cases. Eighty-seven specimens came from women in all 

stages of pregnancy and showed a positive reaction in 98 per cent. The : 

earliest case of pregnancy examined was in a woman whose menstrual 

period was seven days overdue. There were several other women in the 

first three weeks of gestation, all of whom showed a positive test. The 

importance in this type of case is obvious, in that a diagnosis of pregnancy 

is possible before physical examination is positive, thereby differentiating 

the pregnant uterus from the slightly enlarged non-pregnant uterus. The 

remaining forty-five speciinens obtained from non-pregnant patients showed 

a negative reaction in 91 per cent. The test is recommended, therefore, on 

account of its high percentage of correct results and its simplicity. Further 

experience with the test will undoubtedly aid in reducing the element of 

error. 


Mental disease and the induction of abortion. 

Singer believes that the mental state is seldom, if ever, justification for 
the induction of abortion. Every case must be studied on its merits, and 
the determining factor in each is primarily the physical condition of the 
prospective mother. 


Significance of nephritis of pregnancy. 

Mussey and Keith divide the nephritis of pregnancy into chronic 
nephritis which exists prior to pregnancy, and acute nephritis which 
develops during pregnancy. Acute nephritis is one of the manifestations 
of eclamptic toxeemia, the widespread vascular disease affecting the liver, 
kidneys and other organs. The regenerative power of the liver is such 
that residual effects of injury can rarely be demonstrated in patients who 
have recovered from pre-eclamptic or eclamptic toxaemia. In many cases 
of acute toxzemia of the third trimester of pregnancy, even with severe 
acute renal involvement, recovery is complete; on the other hand, there 
may be permanent injury to blood vessels and kidneys. Observations 
extending beyond the ordinary period of the puerperium often reveal 
evidence of residual renal or vascular disturbance singly or combined. Acute 
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glomerulonephritis and nephrosis of pregnancy may completely disappear 
after weeks or months. Should the discase become chronic, examination of 
the patient and evaluation of the history and clinical data will enable the 
physician to advise the patient that she should avoid pregnancy in the 
future, or that she may pass through pregnancy with reasonable safety 
under careful regimen. 

The opinion prevails that a woman who has suffered from nephritis of 
pregnancy or has low-grade chronic nephritis or hypertension showld not 
become pregnant, and if she is pregnant that a therapeutic abortion should 
be carried out. Careful observation, however, in many of these cases will 
show that the renal and vascular function is more than sufficient to carry 
the patient through pregnancy under careful management. 


American Journal of Diseases of Children. 


Vol. 36, No. 1, July, 1928. 
*Ieterus neonatorum: Its relation to the compatibility of blood groups 
between mother and new-born. C. H. Smith. 
Vol. 36, No. 2, August, 1928. 
*The cerebrospinal fluid of premature infants, with special reference to 
intra-cranial heemerrhage and pigmentation. J. Glaser. 
*“Heemorrhage of the suprarenals in the new-born infant: Diagnosis and 
therapy. M. A. Goldzieher and H. M. Greenwald. 
Vol. 36, No. 3, September, 1928. 
The role of haemolysis in jaundice of the new-born infant. J. Mck. Mitchell. 


Icterus neonatorum: Its relation to the compatibility of blood groups between mother 
and new-born. 

The appearance of jaundice is an ovtstanding feature of the isohcemolytic 
reaction subsequent to the use of improperly matched blood in transfusion. 
Smith investigated the possibility of icterus neonatorum being the result 
of accidental mixing of incompatible maternal and fcetal blood through 
an opening in the placenta. In a series of seventy-five cases the iso-agelu- 
tinins of new-born infants were studied and the incidence of icterus neona- 
torum was investigated. The results did not furnish proof that incom- 
patibility of blood group between mother and child was a factor in the 
atiology of icterus neonatorum. 


The cerebrospinal fluid of premature infants, with special reference to intra-cranial 
hemorrhage and piginentation. 

One hundred premature infants were studied and 129 lumbar punctures 
were performed. Among the conclusions which this author was able to 
draw are the following :— 

The most frequent cause of unsuccessful lumbar puncture in premature 
infants is the pushing forward of the loosely attached dura of the posterior 
wall of the spinal canal by the entering needle. It is suggested that this 
difficulty arises less often if the puncture is carried out with the infant 
in the upright position and when a fine hypodermic needle is used. 

Bloody spinal fluid obtained from these infants is spegestive, but not 
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diagnostic of, intra-cranial hemorrhage; blood due to trauma of the punc- 
ture cannot always be differentiated from blood present as the result of 
intra-cranial hamorrhage and red blood cells in microscopic numbers in 
the fluid of premature infants during the first few days of life is a physio- 
logical finding. On the other hand, fatal cerebral heemorrhages may occur 
in premature infants without the appearance of gross blood in the spinal 
fluid. 

The significance of xanthochromia and the use of the benzidine test and 
the Van den Bergh reaction on these spinal fluids are discussed. 


Hemorrhage of the suprarenals in the new-born infant: Diagnosis and therapy. 

Two cases of suprarenal haemorrhage are reported ; in each the diagnosis 
was made before death. The authors are of opinion that suprarenal 
haemorrhage in the new-born infant can be diagnosed from its symptoms. 
These are the sudden onset of high temperature, rapid breathing, and 
occasionally the appearance of an abdominal tumour or of punctiform 
purpuric hemorrhages of the skin or mucous membranes. Exsanguination 
and intestinal obstruction may justify surgical intervention; otherwise, 
patients with the symptoms of acute cortical insufficiency should be treated 
by administration of the cortical hormone. The authors made no use of 
epinephrine in the treatment of their second case but relied on the intra- 
venous administration of the cortical hormone “‘interrenin’’ previously 
isolated by one of them. 


R. C. Lightwood. 


La Gynécologie 
September 1928. 
*Development of ovarian tumours in cases of uterine disease submitted 
to X-ray therapy. G. Tesaure. 
October 1928. 
*Cancer of the cervix in a gravid uterus. Prof. Condamin. 
*A case of uterine asystole. A. Lemierre, R. Garcin and J. Lacare-Leplage. 


Development of ovarian tumours in cases of uterine disease submitted to X-ray 
therapy. 

A report of work undertaken at the Gynecological Clinic of 1’Hospital 
Broca with the help of Prof. J. L. Faure. The author gives the clinical 
history of three cases suffering from metrorrhagia after the menopause 
which were treated by X-rays for apparently myoma of the uterine body 
with considerable enlargement. Failure to arrest the heemorrhage led later 
to laparotomy and removal of the uterus and both ovaries which were 
the seat of malignant disease. Previous cases of development of carcinoma 
of the uterine body and ovaries have been reported by Bumm (7), Gross (3), 
Thaler (1) and Broeg (4). The author is not clear whether there was 
already some small tumour of the ovary accompanying the uterine myoma 
or whether the tumour was initiated by the X-rays. Either supposition is 
possible but not capable of proof in the cases so far reported though rapid 
growth after treatment was obvious. He considers that the fact of such 
ovarian tumour growth is sufficient to prevent wholesale treatment of 
uterine myoma with X-rays. 
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Cancer of the cervix in a gravid uterus. 

This is a discussion as to the relative right of the non-viable foetus to 
develop to viability at the expense of time for the mother or the right to 
immediate operation on the mother with the destruction of a non-viable 
foetus. 

The author impartially sets out the claims of mother and foetus and 
also the advantages of considering one life as against the other on family and 
sociological grounds. As a third way out he suggests the use of radium 
combined with continuation of the pregnancy. He points out that many 
operators from choice in uncomplicated cancer of the cervix precede operation 
by radium seven to eight weeks in advance. He suggests that this pro- 
cedure might well be carried out while awaiting viability followed by 
Czesarean section and hysterectomy. 

He mentions two possible objections. (1) The question whether preg- 
nancy is compatible with satisfactory radium application. (2) Whether 
radium is harmful to the foetus. He does not pretend to answer these 
enquiries for all cases but cites an example of a case of his own. During 
the war a young woman was treated in hospital with radium 125 mil. for 
carcinoma, the radium was introduced without cervical dilatation or 
curetting. On a later visit the patient reported that she thought she was 
pregnant the uterus progressively enlarged and foetal movements were felt, 
the pregnancy, which was not recognized when the radium was applied, was 
thought to have been six to eight weeks advanced at that time. In spite 
of instructions to return this patient was lost sight of (it being war time) 
and later he heard indirectly that there had been a premature delivery 
at seven and a half months and that the patient had died of a lacerated 
cervix and that the child was still-born. 

In spite of this unsatisfactory result he draws certain conclusions. He 
considers that there is little chance of disturbing the pregnancy if the 
internal os is undisturbed and that the ovum cannot be much harmed in 
the early works if it can afterwards develop to seven and a half months. 
He proposes to repeat the treatinent deliberately in a diagnosed case of 
pregnancy up to five months followed by operation when the child is viable. 


A case of uterine asystole. 


A full description is given of a case of a patient aged 51 suffering from 
menorrhagia. Originally menstruation occurred at five or six monthly 
intervals with a duration of days, later the periods lasted two to three 
months and gradually extended until there was no interval, so that she 
bled continually for several years. Later the patient lost clots as well 
as fresh blood. She was examined frequently by many practitioners and 
no local cause for the condition was found or satisfactory treatment given. 

The writers made a general physical examination and discovered the 
presence of a double mitral cardiac lesion, the stenosis being by far the 
inost predominant factor and accompanied by considerable albuminuria. 
On enquiry there was a history of hemoptysis which had been ascribed 
to the mitral stenosis at 25 years. The patient was put to bed and treated 
for the cardiac condition on general medical lines, which included tincture 
of digitalis. In four days from the beginning of treatment haemorrhage 
stopped, there was a slight recurrence lasting two days ten days later 
and since that time no heemorrhage (from April 1927 to September 1928). 
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The writers consider that the uterine loss was a result of the congestion 
due to the cardiac condition similar to that occurring in the lungs ir cases 
of mitral stenosis and they point out the importance of a general physical 
review of any patient suffering from uterine haemorrhage. 


Rk. H. B. Adamson, 


Gynécologie et Obstétrique 


Vol. Xvi, No. 6, 1927. 

Surgical treatinent of uterine prolapsus by the vesico-vaginal interposition 
of the uterus after Schauta and the complementary operation of Kielland. 
G. Muller, 

Abdominal heemorrhages of ovarian origin. H. Roth. 

The evolution of the uterine mucosa during the menstrual cycle. Gobert. 

*Obstetrical stigmata in hereditary syphilitics. Fruhinsholz and Abramovitz. 


Vol. xvii, No. 3, 1928. 
Necrobiosis of uterine fibroids. Patel and Denis. 
“Late results of conservative operations for salpingitis : Considerations 
on the cause and treatment of failures. Molin and Condemin. 
Artificial abortion and its sequels. Serdukoff. 
Abdominal pregnancy and its surgical treatment. Jeanneney and Villar. 
The treatment of septiccemias and py:emias by anti-streptococcal serum. 
Bernard. 
Vol. xvii, No. 4, 1928. 
Contribution to the study of the Berdet-Wassermann reaction in pregnancy. 
Lationt and Mele. 
“The Bordet-Wassermatin reaction in the blood of the umbilical cord. 
Trillat and Rousset. 
Studies of comparative serology between the blood in the umbilical cord 
and the retro-placental blood. Chappaz. 
Considerations on the treatinent of tuberculosis of the uterine appendages 
and the peritoneum. T. Keller. 
Researches on congenital bilateral dislocation of the hip. Verning. 
Further observations on perforation and rupture of pyosalpinges in the 
peritoneal cavity. Lapeyre. 
Vol. xvii, No. 5, 1928. 
Spasmodic pains during labour. Bendschaedler. 
Spasmodic contractions localized to the cervix uteri in labour. Horreu- 
berger. 
Concerning the different aspects of the organs involved by the low 
Cesarean section. Burger. 
Spasmodic contractions of the parturient uterus: Disturbances of the 
autonomic innervation of the bedy of the cervix. Schickelé. 


1 

The rdle of the bag of waters during labour, particularly in the case 
of non-cngagement of the head with relative bony dystocia or without 
dystocia. Kreis. 

The separation of the articu'ations of the pelvis and its relation to the 
mechanism of labour. Keller. 
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Observations on flexion and abnormal de-flexion of the head during the 

mechanism of labour. Woelz. 
Vol. xvii, No. 6, 1928. 

The centenary of Tarnier. P. Bar. 

*The oblique oval pelvis. Dubreuil-Chambardel. 

*Immediate perinczeorrhaphy primary or secondary. Muller. 

The diagnosis of submucous fibromyomata by hysterography. 
kowitch and Smokvina. 


The evolution of the uterine mucosa during the menstrual cycle. 
A fairly typical description with 32 good drawings of the cycle divided 
into the usual four stages. 


Obstetrical stigmata in hereditary syphilitics. 

An analysis of obstetric histories from 44 hereditary syphilitics; 42 
female, two male. Of the 42 mothers with heredo-syphilis 29 were definite, 
13 probable. 

The data on which the diagnosis of heredo-syphilis was made are uot 
given: it is stated that the women usually show no visible stigmata,the 
Wassermann reaction is usually negative. Sixty-five pregnancies occurred 
with the following results or complications among the 29 certain heredo- 
syphilitics : abortion one, premature labour 9, twins one, albuminuria 5, 
hydramnios eight, large ovum 13, excessive foetal mobility and abnormal 
presentations 5, macerated stillborn 12, neonatal death 2, death at early 
age 7, monstrosity one, large placenta 11, small placenta of albuminuric 
type 6, phlebitis 2, (total 83).Infants surviving 43, of these 43 were normal, 
eight presented abnormalities (two are not accounted for in the tables.) 
Forty pregnancies occurred in the 13 ‘‘probables” with the following 
results : abortion 15, premature 5, twins one, albuminuria two, hydram- 
nios five, large ovum six, excessive mobility etc. three, macerated stillborn 
nine, neonatal death three, early death four, large placenta five. Fourteen 
infants surviving, 12 healthy. 

Of the two paternal heredo-syphilitics, one gave rise to two abortions, 
one premature labour and one hydramnios ; the other to one difficult labour 
and early foetal death, one pregnancy with albuminuria, breech presenta. 
tion, infant living, subject to fits. 

Seven other cases in which both parents were heredo-syphilitics gave 
14 pregnancies with six malformations, macerated foetus three, early death 
two, hydramnios one, breech one. Only four living infants ; two being after 
arsenical treatment. 


Necrobiosis of uterine fibroids. 

The authors define necrobiosis as an aseptic necrosis due to a disturbance 
of nutrition of the fibroid, particularly common in pedunculated fibroids. 
They exclude the effects of torsion of pedunculated fibroids both submucous 
and subserous. Tissier’s frequency of 2.6 per cent. they consider high. 
The common age is 30-35 and the circulatory disturbances and pregnancy 
a contributory cause. Fibroids which necrobiose have an artery of the 
terminal type, hence interference with this supply causes the necrobiosis. 
Red degeneration they consider to be the last stage in acute aseptic 
necrobiosis. Clinically the symptoms differ according to whether ‘the 
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change is slow or rapid: when the necrobiosis is slow local signs or 
symptoms are absent and the constitutional symptoms due to absorption 
of toxins are vague. When necrobiosis is rapid, there is the ouset of acute 
pain which gradually subsides and leaves a tender uterus which is usually 
enlarged, and slight elevation of temperature. Early intervention is 
usually required and the natural evolution of this type can rarely be 
followed up. 

Natural evolution may occur in these necrobiotic foci along; several lines, 
calcification, quiescence, communication with uterine cavity and secondary 
infection, primary infection and secondary vpening into uterine -avity, 
infection and opening into peritcncal cavity. With the exception of calcifi- 
cation tendency to spontaneous cure is rare. Diagnosis depends on the 
acuteness of the process and the stage of subsequent evolution, prognosis 
is relatively good, and treatinent is essentially surgical. 


Late results of conservative operations for salpingitis. Considerations on the cause 
and the treatment of failures. 


Tuberculous and puerperal cases are excluded; gonococcal cases are the 
ones investigated. One hundred and fifty cases were available but only 
in 51 could the after-histories be traced; in 39 the results were very goo. 

3 were not satisfactory (39+ 13=52 but 51 is the figure given). Nine were 

able to ‘carry on” with more or less difficulty ; four were complete invalids. 
The results depended to a certain extent on the lesion and also on the type 
of operation—the greater the conservation, the larger the proportion of 
failures, 

Operations designed to result in fertility (freeing of adhesions, salpingos- 
tomy etc.) were failures, one abortion occurred, several were reported as 
having attended obstetrical clinics with pregnancies but could not be 
traced on enquiry. Of 25 cases of unilateral salpingo-odphorectomy with 
or without minor work on the other appendage, eight still complained of 
pain, dysmenorrhiea ete. 

Operations regulating menstruation gave the best results of the series, 
preservation of one or both ovaries with the uterus showed 15 successes 
in 20 cases. Internal secretion of the uterus appears to be of value: they 
consider preservation of the uterus, particularly a healthy uterus in a 
young woman, to be of service in minimising or preventing climacteric 
symptoms. Subtotal hysterectomy with preservation of one ovary was 
successful in avoiding menopausal symptoms. 

In secking the cause of failures conservatism is often dangerous ana 
iliusory ; if the lesion is merely adhesion of an otherwise healthy Fallopian 
tube or a damaged ampulla, the isthmial portion being healthy, conserva- 
tive treatment is justifiable; in the event of failure due to either under- 
estimation of the original lesion or to re-infection, radical treatment should 
be undertaken, Failure of conservative treatment of the ovary is usually 
due to interference with its blood supply. 

Conservative treatment of the uterus rarely failed. In cases where the 
uterus was retroflexed or retroverted and a ligamentopexy coutra-indicated 
a large tampon is left behind the uterus and removed on the fifth or sixth 
day through the posterior fornix, by this means drainage is ensured, the 
aterus kept forward and recurrence is prevented. 
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The failures due to pelvic neuralgia were the most numerous, the most 
obstinate and the most difficult to treat. 
Short clinical notes of 51 cases are appended. 


Artificial abortion and its sequels. 

The number of abortions has increased progressively in Moscow and 
in 1926 numbered 25,593; the number of births was alimost 60,000 in the 
same year: So per cent. of the abortious were performed in legalized 
“abortoriums” under skilled care. From the biological standpoint abortion 
abolishes the trophic influences of corpus luteum, placenta and feetus ; 
following the necessary traumatism there appears in women of the asthenic 
infantile type some degree of super-involution ; as a result of the abortions 
there are three types of uterine modification, fibro-atrophie infantile, small 
atrophic, and fibro-metropathic ; abortion in girls of seventeen or cighteen, 
even in the absence of inflammation may cause an inveterate sterility 
subsequently. 


Contribution to the study of the Bordet-Wasermann reaction in pregnancy. 

In this investigation an alcoholic extract of powdered syphilitic liver 
containing numerous treponemata was used: Calmette and Massol’s 
technique used for the Wassermann reaction, Levaditi’s for the Hecht 
reaction. Material investigated was obtained from the Maternity in- 
patients, delivered and expectant, and the isolation block (Tarnier) for 
infected cases and from the Clinic (consultative) Dubois. At the Maternity 
131 tests gave Wassermann reaction positive 27.5 per cent; Hecht positive 
40.5 per cent. ; Dubois and Tarnier cases 204 with 20.6 per cent. Wassermann 
reaction positive and 26.5 per cent. Hecht positive; 142 cord bloods 
examined, 14.7 per cent. Wassermatin reaction positive. 

Concerning the significance of the Wassermann reaction in pregnancy, 
authorities differ. Brindeau in 500 cases, not selected, found 5.4 per cent. 
Wassermann reaction positive and coneluded that the reaction is less 
reliable than in non-pregnant women : Nobécourt, Bonnet, Tissier and Tedal 
found 4.38 per cent. positive, and 4 per cent. in infants and considered the 
test reliable. Boog, Gammeltoft and Sick in 2,260 pregnant and puer- 
peral women found 6.7 per cent. Wassermann reaction positive ; Garipuy in 
700 women found 23 per cent positive. ‘Thus Brindeau and Nobécourt 
draw different conclusions from similar percentages; Nobécourt, Boog 
and Garipuy draw similar conclusions from different percentages. 

Latfont and Méle examine their figures in two sections, those suspected 
of syphilis and those believed to be non-syphilitic. 

In women having given birth to dead and macerated foetuses they found 
35-38 per cent. Wassermann reaction positive. After spontaneous abortions 
48 per cent. In 242 women presenting no data suggestive of syphilis there 
were positive Wassermann reaction Io per cent., Hecht 17 per cent. ;further 
analysis of 20 women Wassermann reaction positive showed 18 primi- 
gravidee, one twin pregnancy and one tertipara—they prophesy that these 
women will show signs of syphilis in future pregnancies unless treatment 
be carried out. As regards the Hecht reaction they feel that it is of 
doubtful value. 

Their conclusions are that the value of the Wassermann 


reaction is 
reduced in women who have histories of still-births 


or macerated infants 
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and the phenomenon seems associated with a state of syphilitic anergie 
(negative phase). 

The Wassermann reaction is often positive in the cord blood of later 
infants (60 per cent.) while remaining negative in the mother. In other 
cases the maternal blood gives a higher percentage of Wassermann reaction 
positive than foetal blood. A certain number of abortions are not due to 
syphilis (criminal etc.). 

Apart from special cases the Wassermann reaction is of equal value in 
pregnancy and in non-pregnant cases. 


The Bordet-Wassermann reaction in the blood of the umbilical cord. 

Toillat and Rousset find the Wassermann reaction of the maternal and 
cord blood are in agreement as also between the Wassermann and 
Hecht reactions. They find 5.24 per cent Wassermann reaction 
positive in 935 observations. Although aware of Whitridge Williams’ 
results they do not seem to have made any observations at later dates on 
the infants. Neither in this nor in the previous paper does there occur 
any mention of examination of still-births or macerated foetus for spiro- 
chactes : apparently any macerated foetus not obviously due to albuminuria 
means syphilis, also placenta more than one-sixth of foetus means syphilis. 


Studies of comparative serology between the blood in the umbilical cord and the 
retro-placental blood. 

The Wasserman technique used is not stated, the tests were done in the 
Medical School at Rheims. These authors find the Hecht reaction always 
negative in the cord, flagrant disagreement between the Wassermann reaction 
of cord blood and retro-placental blood ; 58:discrepancies'in 150 observations, 
of the 58 contradictory cases 53 were positive in the retro-placental blood. 

They consider the cord blood a ‘‘wash-out’’as regards the diagnosis 
of syphilis and that the retro-placental blood agrees in the Wassermann 
reaction with that drawn from a vein. 


Concerning the different aspects of the organs invoived by the low Casarean section. 

An analysis of the variations found in the size and position of the 
bladder, depth of utero-vesical cul-de-sac, zone of loosely applied uterine 
peritoneum and development and thickness of the cervix. The writer can 
find no correlation between some or any of the variations. 


The rdle of the bag of waters during labour, particularly in the case of non-engage- 
ment of the head with relative bony dystocia or without dystocia. 

The following conclusions are reached :— 

Theoretical: The bag of waters does not act as a wedge on the uterine 
orifice : the dilatation is achieved by the uterine contractions—disposition 
of uterine musculature : the hydrostatic pressure in the intact membranes 
is not indispensible for the expulsion of the infant, and in cases of non 
descent of the head may be the sole obstacle to the advance; premature 
rupture of the membranes does not influence per se either dilatation or 
expulsion nor slow the rate of the labour. 

Practical: When uterine contractions are not regular and normal in 
intensity and in the failure of either stimulant or sedative therapy, the 
membranes should be ruptured: in the case of normal pelvis and non 
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engaged head rupture is indicated when the normal advance does not occur ; 
in the case of contracted pelvis, rupture is indicated if the disproportion 
is such that it is estimated that the head can engage and pass through ; 
in doubtful cases treatment should only be undertaken in such surroundings 
that any necessary treatment can be undertaken. 


The oblique oval pelvis. 
This is the Naegele pelvis and the author concludes that it is due to 
a developmental defect in formation of the sacral ala. 


Immediate perinaeorrhaphy primary or secondary. 

A plea for immediate suture. Failures are ascribed to the common 
method of using sutures traversing skin as well as the deep parts. The 
author insists on deep buried sutures taking the parts in layers and uses 
Michel clips for the skin edges. When repair cannot be carried out 
immediately after the third stage he awaits the formation of healthy 
granulation tissue—7-14 days—-and then operates. 

R. A. Hendry. 


Revue Francaise de Gynécologie et D’Obstétrique 


July 1928. 

An attempt to systematize the lesions and syndromes of Douglasitis. 
R. Condamin. 

*On ovarian cysts following hysterectomy for fibromyomata. A. Cosacesco. 

*An anatomical study of the ovaries in special relation to the important 
malformations of the Miillerian derivatives. J. Kreis. 

*A new case of pregnancy diaguosed by exploratory ovariotomy and search 
for the corpus luteum. G. de Rouville. 


August 1928. 
*Post-partuin retroversions of the uterus and their treatment. A. Fruhins- 
holz. 
On the réle of the sympathetic in functional diseases of the genital 
apparatus of the female; therapeutic deductions. G. Cotte. 


dn ovarian cysts folloing hysterectomy for fibromyomata. 

The question of ovarian conservation during the conduct of hysterectomy 
is at once important and interesting. Dr. Cosacesco has made a useful 
coutribution to the subject. He quotes Dartigues, Gillet and Pellanda who 
noted the occurrence of cysts alter ablation of both ovaries for adnexal 
disease. This subject was discussed at a meeting of the Société de Chirurgie 
de Lyon in 1925 when the almost unanimous opinion was that such eysts 
arise in ovarian fragments left behind at operation or in supernumerary 
ovaries. At that meeting Tissier who had seen many cases of cyst formation 
after total ablation of the ovaries said he had never seen a case in which 
cyst formation had taken place in ovaries conserved during hysterectomy. 
Cosacesco gives the details of his own two cases and adds those of two 
other patients who were under the care of Marinesco of Bucharest. In all 
four total hysterectomy was performed for uterine fibromyomata. In one 
case both ovaries were conserved, in the remaining three cases one ovary. 
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Each of the four patients subsequently developed a large mucoid ovarian 
cyst. In three cases the cyst was removed with success while the fourth 
patient refused to submit to operation. 

The author comments upon the scarcity of publications on this subject 
but gives some figures furnished by Juvara, Dumitrui and Gadei. Out of 
74 hysterectomies one or both ovaries were conserved in 67 cases. Sixteen 
patients returned to the clinic with various complaints, two of these 16 
had developed ovarian cysts. This, says Cosacesco, represents an incidence 
of rather more than three per cent. Moreover, out of a total of 74 operations 
for fibromyomata it was found that the ovarian cyst was associated with 
the fibromyomata in other ways. For in 12 cases a cyst was removed at 
the same time as the uterus, and two patients had previously been operated 
upon for ovarian cyst. The association between cyst and fibroids may 
therefore be said to represent a percentage of 19. The author discusses the 
pros and cons of the situation, concluding that if myomectomy is not 
possible the ovaries should be removed with the uterus. 


An araiomical study ef the ovaries in special relation to the important malformations 
of the Mulierian derivatives. 

Kreis pleads for conservation of the ovaries during operations for mal- 
formations of the female genital organs. An examination of five specimens 
in the museum of clinical gynecology at Strasbourg has convinced him 
that the ovaries in such cases do not present any marked anatomical 
abnormalities. He quarrels with those who describe ovaries similar to 
those which he has examined on the grounds that the cysts often thought 
to be pathological are in reality immature Graafian follicles, while the 
sclerotic areas represent the last remains of follicles which have ruptured. 
That the ovaries in the specimens described were functioning at the time 
of removal is shown by a corpus luteum being found in four cases and in 
the remaining case corpora albicantia were present. That the maldevelop- 
ment of the uterus, Fallopian tubes and vagina present in these cases 
bore no relation to the ovaries is evident. Kreis discusses the importance 
of the internal secretion of the ovaries in the bodily economy and condemns 
wholesale removal of these organs for the dysmenorrhcea which accompanies 
uterine malformations. The ovaries, he says, are usually blameless and 
a cause for this symptom should be sought elsewhere ; if not in the lesions 
of the genital tract then in the bowel, which, in his opinion, is a frequent 
offender. 


\ new case of pregnancy diagnosed by exploratory ovariotomy and search for the 
corpus lutecm., 

Rouville recalls three cases which formed the basis of an article published 
by him in 1922. In all three a diagnosis of fibromyoma uteri had been 
made, but on opening the abdomen in cach case a doubt as to the veracity 
of the diagnosis entered the mind of the operator because of the resemblance 
between carly cyesis and fibromyoma. Rouville therefore split the ovaries 
longitudinally, incising along the convex free border. In one case a large 
corpus luteum was found on incising the second ovary; the ovaries were 
accordingly sutured and the abdomen was closed. The pregnancy went 
to term and resulted in the normal delivery of a healthy child. In the other 
two cases no corporca lutea were found, both ovaries being split in each 
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case. These patients were submitted to hysterectomy, subsequent examina- 
tion of the removed uteri showing that the treatment was correct. 

The author describes his most recent case of a similar nature which 
concerns a patient aged 27 years with a history of several months menor- 
rhagia. She had had three previous pregnancies ef which two had been 
full time deliveries, while the third had terminated in miscarriage at the 
third month. A diagnosis of chronic metritis with diseased appendages 
was made and the case was submitted to laparotomy when a suspicion 
of pregnancy was aroused. On incising the right ovary a large corpus 
luteum was found. The ovarian incision was closed, the diseased right 
appendage was removed, the left Fallopian tube and ovary were freed 
from adhesions to surrounding structures and the abdomen was closed. 
Recovery from the operation was uneventful but the patient miscarried 
one month later. The author asks whether the removal of the right ovary 
with the corpus luteum was the determining factor in the production of 
the miscarriage. He quotes Puech and Vanverts who collected 25 cases 
in which the corpus luteum was removed during the first two mouths of 
pregnancy. In only five of these did pregnancy not continue to term. 
Mulon, he says, reported 19 cases in which removal of both ovaries during 
the first seven months of pregnancy did not result in miscarriage. 


Postpartum retroversions of the uterus and their treatment. 

The article is based on 77 cases of retroversion among 53 women. 35 of 
the 77 occurred after a first pregnancy, 39 after a subsequent pregnancy. 
In 47 cases it was possible to distinguish between congenital aud acquired 
retroversion, there were 20 cases of the former and 27 of the latter. In order 
to determine the frequency of post-partum retroversion the author examined 
200 consecutive patients and found that in 59 of these the uterus was 
retroverted temporarily or permanently during the puerperium. That is 
to say, in 20 per cent. of cases labour is followed by backward displacement 
of the uterus. 15 of the 39 labours had certainly been preceded by con- 
genital retroversion, while in the remaining 24 the condition was acquired. 
There were five twin labours in the series of 200. None of these were 
followed by retroversion. Among 20 cases of forceps delivery retroversion 
was noted on three occasions; in one of these three the condition was 
acquired, in two it was congenital. 

In the opinion of the author retroversion of the uterus is not more 
common in multipare than in primiparee. When the condition appears 
among the former class it more frequently corrects itself or can more easily 
be corrected by appropriate treatment. He has often seen a retroversion 
which followed a first labour become spontaneously righted after a third or 
fourth confinement. In cases of congenital retroversion the uterus usually 
tends to take up its old position after labour. But sometimes it remains 
anteverted as in five of the author’s cases, three of which were followed 
by other pregnancies without recurrence of the retroversion. The uterus 
which has been stitched up by operation is just as likely as any other 
uterus to become retroverted during the puerperium. 

In 32 out of 42 cases of puerperal retroversion the condition appeared 
between the tenth and twenty-eighth days; that is to say, the uterus 
assumed its retroverted position at a time when the upright posture is 
generally resumed and a return is made to walking. In 35 cases the relation- 
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ship between the date of resumption of the upright position and the time 
of occurrence of the retroversion was more exactly known. In six cases 
the uterus had become retroverted before the patients were allowed out 
of bed; in 18 cases the retroversion occurred soon after the patients were 
allowed out of bed for the first time ; while in the remaining 11, retroversion 
was first noticed more than eight days after the first return to the standing 
position. It is noticeable that in an appreciable proportion of cases the 
uterus falls back after having remained in an anteverted position during 
the first eight days of the puerperium. Fruhinsholz concludes that rising 
is the most important factor in the production of retroversion. He thinks 
the part played by nursing in the dorsal decubitus has been exaggerated. 
Provided the bladder is not allowed to become distended the position of 
the patient in bed does not matter. He admits that the association of a full 
bladder and the dorsal decubitus causes retroversion of the puerperal uterus. 
In support of the contention that late rising is not a predisposing or causa- 
tive factor seven cases are cited in which the patients had to be kept in 
bed for six to 12 weeks after childbirth for various complicating factors, 
such as typhoid fever. In none of these seven cases did the uterus become 
backwardly displaced, yet the average incidence of retroversion during the 
puerperium is one in five. Suckling is not credited with having much, if 
any, influence. The factors which have a place in the eetiology of retroversion 
are discussed, importance being attached to the weight of the uterus, the 
rate of involution, the condition of the suspensory ligaments (especially the 
utero-sacral ligaments), the relations between the uterus and surrounding 
structures (in particular the bladder), and the condition of the uterine 
circulation. 

The symptomatology is briefly discussed and the treatment is given at 
some length, being divided into prophylactic and curative. In connexion 
with the former it is important that puerperal women be kept under medical 
observation for six weeks. They should be examined at frequent intervals 
but particularly just before being allowed out of bed, on the day they are 
allowed up for the first time and eight days later. The period of confine- 
ment to bed should be lengthened rather than shortened. The patient should 
be encouraged to micturate at frequent intervals and the bowels must be 
be allowed to become constipated. The curative treatment of recent cases 
has as its basis manual reposition of the misplaced organ without the use 
of pessaries but combined with abdominal massage. Reposition should be 
carried out after the bladder has been emptied and should be repeated each 
day, or at least each alternate day, until the uterus remains in its corrected 
position. The Hodge pessary is occasionally employed when the daily 
treatment cannot be carried out for one reason or another, but only for 
a short time. Old and inveterate cases are treated on the same lines but 
require patience and time. 

F. Roques. 


Bulletin de la Societé Belge de Gynécologie et D’Obstetrique 


March 3rd, 1928. 
*On the treatment of ovarian cysts praevia recognized at the end of 
pregnancy. M. Brouha. 
*On the application of the forceps at the brim, R. Schockaert, 
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April 21st, 1928. 

*Presentation of a cystic fibromyoma. J. Fouffart. 

*A case of pregnancy at term with impacted fibromyoma. Czresarean section 
followed by subtotal hysterectomy. R. d’Ernst. ; 

*The tumour of Krukenberg. Metastatic cancer of the ovary. Bourg and 
Cordier. 

*On Douglasitis. J. T. Henrotay. 

The medical induction of labour. R. De Guchteneere. 


On the treatment of ovarian cysts previa recognised at the end of pregnancy. 

Brouha holds the opinion that patients in whom ovarian cysts complicate 
pregnancy should be submitted to immediate ovariotomy provided the 
diagnosis is made before the third mouth of gestation. ‘To operate later is 
to court the disaster of rupture of the abdominal scar. He recalls a case 
in which this happened after ovariotomy at the seventh month. If, therefore, 
the case is first seen after the third month and the tumour is abdominal 
in situation Brouha advises that pregnancy be allowed to continue to term, 
the child delivered per vias naturales and ovariotomy performed at the 
end of the puerperium. In the case of a pelvic tumour which is going to 
offer obstruction to natural delivery the author first makes an attempt 
to push the tumour up into the abdomen under anzesthesia, aided by the 
assumption of the knee-chest or slight Trendelenburg position. This 
manoeuvre must be conducted with the greatest gentleness for fear of 
rupturing the cyst. If it fails the case should be left until term when 
ovariotomy either with Cesarean section or with delivery of the child from 
below should be practised. Brouha gives his preference to the latter and 
reports a case in which success attended this treatment. The patient, a 
secundipara of 27 years, was first seen during the ninth month of pregnancy. 
A diagnosis of ovarian cyst was made and the patient allowed to go into 
natural labour. After five hours the membranes ruptured while by that 
time the cervix was nearly fully dilated. The head was above the brim 
in a left occipito-posterior position. Half an hour later the abdomen was 
opened, the uterus was delivered and held forwards in anteversion while 
the ovarian cyst was removed. The pedicle was ligated, and the uterus 
returned to the abdomen which was then temporarily closed. The child 
was then delivered with the forceps per vaginam after rotation of the head. 
The abdominal wound was again opened, the ovarian pedicle was again 
ligated and the abdomen closed in layers.The whole procedure lasted 45 
minutes. Convalescence was normal and the child healthy. 

Brouha considers this to be the treatment of choice for the condition 
under discussion. Should there be difficulty in disimpacting the cyst 
from the pelvis, or in the event of “the foetal vitality being reduced’? he 
advises Cesarean section with ovariotomy. He leaves the final suture 
of the abdominal wall until after delivery because the reduction in volume 
of the uterus makes this easier. 


On the application of the forceps at the brim. 

The choice between the high forceps operation and low segment 
Ceesarean section is extremely difficult in a large number of cases. The 
type of case to which Schockaert refers is exemplified by that now reported. 
A multipara, aged 35 years, was admitted to hospital under his care some 
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36 hours after the onset of labour pains and a few hours after the membranes 
had ruptured. Many vaginal examinations had been made before admission. 
The head was not engaged and lay with the sagittal suture in the trans- 
verse diameter of the inlet. There was a minor degree of pelvic contraction. 
The uterus was strongly retracted and the anterior vaginal wall was 
cedematous. The foetal heart could be heard. In view of the condition of 
the uterus it was decided that version would be dangerous. The forceps 
was therefore applied to the head which was freely mobile above the pelvic 
brim and a living child was delivered with some difficulty, the mother being 
placed in the Walcher position. The right side of the child’s frontal bone 
sustained a spoon-shaped depression due to the pressure of the sacral 
promontory during the passage of the head through the brim. This 
indentation was treated operatively by the author with an apparently satis- 
factory result. The mother made a good recovery. 

Schockaert prefers the treatment outlined above, if necessary it may be 
combined with symphysiotomy, to low segment Czesarean section. He 
does not consider the latter to be free from risk in such a case as this, 
in which the membranes were ruptured and in which it was uncertain that 
the full ritual of an aseptic technique had been observed by those respon- 
sible for the earlier phases of the confinement. The treatment was criticized 
by other members of the society who thought version should have been 
practised. 


Presentation of a cystic fibromyoma. 

Rouffart records a case of cystic fibromyomata in a multipara of 50. The 
tumour formed a large abdomino-pelvic mass which presented cyclic 
variations in size. During menstruation the top of the tumour was situated 
17 cms. above the upper border of the symphysis pubis. During the ten 
following days the height increased by five centimeters. A diminution 
followed during four or five days, which diminution was succeeded by a 
rise to 19 centimeters on the 20th day. Thereafter the tumour again became 
smaller to attain the original height of 17 cms. at the time of the next 
menstrual period. The author correlates these intermenstrual variations in 
volume with the variations which take place in the volume of the uterus 
and which were described by Cotte and Michon. The case was treated by 
subtotal hysterectomy. Convalescence was delayed by ileus paralyticus 
which necessitated a second operation five days after the first. Teostomy 
was then performed under spinal anzesthesia and the patient’s recovery was 
uneventful. Rouffart attaches great importance to the fact that the patient 
was spared a second general anesthetic. An account of the histological 
appearances of the tumour follows. The conclusion is reached, contrary 
to the usual opinion, that the cystic change, which is preceded by a hyaline 
degeneration of the supporting interstitial tissue, begins at the periphery 
and proceeds towards the centre of the tumour. 


\ case of pregnancy at term with impacted fibromyoma. Czsarean section followed 
by sabtstal hysterectomy. 

The case concerns a patient, aged 39, whose second pregnancy was 
complicated by fibromyomata. The uterus contained a large number of 
sub-crous tumours, the largest of which lay between the layers of the left 
broad ligament offering an insuperable obstruction to delivery. The 
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diagnosis was obscured by the fact that the patient menstruated at regular 
intervals during the first five months of pregnancy. A radiogram taken 
between the fourth and fifth months enabled the diagnosis to be established 
and the duration of the pregnancy to become known. Apart from moderate 
dyspnoea during the last two months no untoward symptoms occurred 
during pregnancy which was allowed to continue to term. The case was 
then treated by Ceesarean section with subtotal hysterectomy. Convalescence 
was uneventful. The baby was healthy at birth but succumbed to broncho- 
pneumonia at the age of 24 days. 


The tumour of Krukenberg. Metastic cancer of the ovary. 

In describing a case of a unilateral Krukenberg tumour of the ovary 
secondary to carcinoma of the stomach the authors dismiss the old hypothesis 
that they are sarcomatous and produce the following arguments in support 
of the modern contention that they are carcinomatous in nature and 
invariably secondary. 1. The tumours are almost always bilateral. The 
authors’ specimen is a great rarity and supports the belief that they are 
secondary carcinomata. 2. It is impossible for a neoplasm with such 
characteristic structure to arise concomitantly and independently in both 
ovaries and in the stomach. The latter organ is the site of the primary 
growth in the majority of cases. 3. The fact that in the majority of cases in 
which a gastric origin cannot be shown the clinical data are incomplete. 
4. The histological characters are essentially those of an epithelial tumour 
and the epitheliuni bears a close relation to that of the alimentary tract. 
5. Embryonic rudiments are never found in the tumours. 6. Primary 
carcinomata of the ovaries do not, according to Frankl, give rise to secondary 
deposits in the wall of the Fallopian tube and of the uterus. 

The authors hold that the growth spreads from the stomach to the 
ovaries along the lymphatic channels rather than by direct implantation 
because the surface of the ovary is always respected by the growth ; because 
Krukenberg’s tumours are noted for the ease with which they spread by 
lymphatics; and because there is no reason why the ovaries should be 
specially selected by the cancer cells as they drop through the peritoneal 
cavity. The possibility of spread by the blood stream is mentioned only 
to be excluded. A brief reference to treatment is made; in all cases of solid 
ovarian tumours, particularly if these be bilateral, the stomach should be 
examined. If a carcinoma is found and there are no other secondary deposits 
gastrectomy should be performed either at the same time as the removal 
of the ovarian tumours or, if preferred, later. 


On Douglasitis. 


The author follows Condamin in his conception of Douglasitis. The 
condition is characterized by a progressive sclerosis of the subserous retro- 
cervical cellular tissue. 


Spread to the utero-sacral ligaments causes their 
retraction with the gradual obliteration of the pouch of Douglas. The 
anterior wall of the rectum is pulled upwards and forwards to be brought 
into close contact with and to become adherent to the posterior surface of 
the cervix uteri as high as the level of the utero-sacral ligaments. The 
disease differs aetiologically from the old posterior parametritis. Infection 
in the latter condition spreads to the retro-cervical tissue from the body or 
cervix uteri; in Douglasitis, on the other hand, this tissue becomes infected 


I, 





178 Journal of Obstetrics and Gynecology 


from infected or irritant products which have accumulated in the pouch of 
Douglas. The infection, in other words, spreads downwards through the 
peritoneum which lines the cul-de-sac. Clinically this condition is 
manifested by pain. The pain is felt at the level of the cervix uteri, in 
the neck of the bladder and in the rectum. It is spasmodic; spasms being 
produced by coitus, menstruation, defecation and examination. Its severity 
is due to the wealth of nerve plexuses in the cellular tissue behind the 
cervix. The diagnosis is based upon the character and situation of the 
pain and upon the findings per vaginam. These vary according to the 
duration of the disease. Classically a tender infiltration is felt at the level 
of the utero-sacral ligaments, while the forward mobility of the cervix is 
limited. Disease of the adnexa may or may not accompany the condition. 

The details of a case which came under the author’s care are added. 
The patient complained of pain about the rectum and anus. A _ hard 
tender swelling could be felt in the mid-line through the posterior 
fornix. The rectum was adherent to the swelling. A diagnosis of adeno- 
myoma was made but at laparotomy the case proved to be one of Douglasitis. 
Total hysterectomy was performed and the patient was completely relieved 
of her symptoms. 


F. Roques. 


Bruxelles Médical. 


October 21, 1928. 
*Intra-ligamentous tubal pregnancy. A. Guerin. 

October 28, 1928. 
Rheumatism of the menopause. M. P. Weil. 

November 4, 1928. 
Phenomena of maturition of the unstriped muscle fibres during pregnancy. 

H. Keiffer. 
December 1928. 

*Prophylaxis and treatment of eclampsia. J. L. Lodon. 


Intraligamentous tubal pregnancy. 

The author describes in detail 43 cases which have been recorded by 
various operators, the earliest being one by Lawson Tait in 1880. As 
general surgical powers have made great strides during the years since 
1880 so the attitude of operators towards these cases of abdominal pregnancy 
has inclined towards greater enterprise in surgical intervention in the later 
cases as compared with those earlier in the series. Earlier writers appear 
to have considered that the most important procedure in the operative 
treatment of these conditions was a satisfactory peritonization and they 
always awaited foetal death before undertaking any operative measure. 
Later writers have made total extirpation of the sac their chief aim. Of 
the cases described in 16 cases was it possible to extirpate the sac without 
interference with other structures (Pfeiffer, Ferreira,levy-DuPan, Zajaitsky, 
Recamier, Tewfik Remzy, Schauta, Scheffzik, Boree, Toth (3), Olshausen, 
Matlakowsky) 

Eight cases were accompanied by subtotal hysterectomy because it was 
found impossible to detach the uterus from the sac (v Velitz, Hoelar Kumez, 
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Toth (1 and 2), one case required hysterectomy because of the severe 
heemorrhage after extirpation of the sac (Dunning), two cases had disease 
of the opposite adnexa so that retention of the uterus served no useful 
purpose (Scipiades, Tissier and Wiart). 

In 24 cases the sac was removed completely and peritonization carried 
out more or less satisfactorily, notably so by Scipiades in 1910. In the 
remaining cases marsupialization of the amniotic sac was carried out because 
its attachment to viscera rendered immediate extirpation impracticable. 
The cavity was packed with gauze soaked in various antiseptics according 
to the preference of the operator and the placenta and membranes were 
evacuated piecemeal, healing was by granulation. 


Prophylaxis and treatment ef eclampsia. 

The author stipulates that albuminuria must not be considered an 
essential precursor of eclampsia but a high blood pressure with or without 
albuminuria should be looked upon with suspicion. Regular records of 
blood pressure should therefore be taken. Prophylaxis, he holds, depends 
upon a largely milk diet with free daily evacuation of the bowels during 
pregnancy. In the treatment of fits he advocates quiet, darkness and 
isolation combined with intramuscular injection of 10 c.c. of 50 per cent. 
solution of magnesium sulphate repeated hourly and combined with to c.c. 
of 10 per cent. calcium chloride intravenously if there is dyspnoea. Lowering 
of blood pressure he brings about by blood letting and the acidosis he 
reduces by doses of bicarbonate of soda either by mouth or rectum. Anuria 
he treats by giving 300 to 500 ¢.c, of hypertonic glucose serum. 


R. H. B. Adamson. 


Archiv fir Gyndkologie. 


March 22, 1928. 

Experimental studies concerning congenital trypanosome and spirocheete 
infections. E. Phillipp. 

Experimental hyperthyroidism and its influence on fecundity and the 
offspring. G. Déderlein. 

Liver function in pregnancy. I. Increase of pigment during pregnancy. 
H. Eufinger and C. W. Bader. 

Liver function in pregnancy. II. The appearance of viscero-sensible 
hepatic-bile reflexes in pregnancy. H. Eufinger. 

The form in which calcium is present in the blood serum during pregnancy. 
O. Bokelmann and A. Bock. 

*The anatomy of the mucous membrane of the menstruating uterus. H. 
Meyer-Ruégg. 

*Uleus post-abortum of the endometrium. W. Lahm. 

Ruptures of the uterus and meteorism induced thereby. L. Kraul. 

Rare forms of puerperal mastitis, together with notes concerning an 
epidemic of pemphigus. H. Naujoks. 

Chemical and bacteriological studies of the vaginal secretion about the 
menopause. R. Kessler and F. Lehmann. 

Comparative researches concerning the development of the infant during 
the first months of life. G. Dietrich. ° 
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*Concerning multiple amniogenic foetal deformities. S. M. Klein. 

Diagnosis of uni-ovularity from resemblances in the new-born twins. 
D. Rohlfs. 

April 25, 1928. 

Injury to the skull and practical obstetrics. R. T. v. Jaschke. 

*The conduct of labour. M. Henkel. 

The time for version in uncomplicated transverse presentation. E. Sachs. 

Clinical researches concerning retention of water and salt during pregnancy. 
J. Batisweiler. 

The influence of specific and non-specific proteins on the bactericidal action 
of the blood in staphylococcal and gonococcal infections of the female 
genital organs. G. J. Pfalz. 

*The treatment of new-born children of syphilitic mothers. E. Klaften. 

The bactericidal property of the blood in pregnant and puerperal women. 
F. C. Geller. 

A case of simultaneous cavity formation in Wharton’s substance and 
cystic dilatation of the allantoic duct: K. Steiner. 

Technical methods of experimental work on the animal uterus. G. K. 
Tscherepachin. 

Reactive properties of the body in pregnancy. Kk. Lundwall. 

June 26, 1928. 

“Rationalization” of protection of the perineum. R. T. von Jaschke. 

The presence of caffein in the milk of women who have taken coffee. 
E. Schilf. 

* Etiology and treatment of pyelitis gravidarum. J. Hofbauer. 

*Streptococci in carcinoma of the uterus, their virulence and its response 
to deep X-radiation. H. Dehler, 

Observations concerning survival and growth of human tissues and tumours 
in culture experiments, and their clinical significance. K. Heim. 

Parametritis actinomycotica and its significance. H. Barth. 

The potassium content of the blood during the menstrual cycle. R. 
Spiegler. 

*Does the uterus possess endocrine activity? R. Zimmermann. 

Lipoma of the uterus. H. Thaler. 

The reciprocal relations between the form of the foetal head and the 
course of labour. E. Wehefritz. 

The heterogenous epithelia of the ovaries of children. Y. Akagi. 

The structure of the serum in cancerous women : erythrocyte sedimentation- 
time, surface tension, viscosity and onkotic pressure. H. Guthman 
and H. Friihauf. 

August 28, 1928. 

The significance of the ilio-sacral joint in the causation of static pain 
in the back. H. Albrecht. 

*Clinical features of hydatidiform mole, chorion- epithelioma and Intein-cyst 
formation. S. Joseph and EK. Rabau. 

Chorioangioma. K. Mayer. 

*A primary mucous-cell adenocarcinoma of the Fallopian tube. G. Hasel- 
horst. 

Melanotic pigment-formation in an ovarian cystoma. <A. Liepelt. 

Alterations of the vaginal epithelium during the menstrual cycle and 
during pregnancy. K, Adler. 
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The non-protein nitrogen fraction of the vaginal secretion in fluor. E. 
Raab. 

Adenomyosis interna with severe bleeding in the third stage of labour 
and post-partum. <A. Szenes. 

Actinomycosis of the female genital organs following criminal abortion. 
G. Haselhorst. 

*Kraurosis vulvee. KE. Terruhn. 

Ovarian function and lipoid metabolism. I. The relations between 
cholesterol metabolism and ovarian function. C. Kaufmann and O. 
Mithlbock. 

The physiology and pharmacology of the umbilical circulation. H. Runge, 
M. Baur and H. Hartmann. 

Concerning the use of peripheral adventitiectomy in treatment of inflam- 
matory processes of the female genital organs. L. Végel and N. Eberlein. 

The white blood cell picture—relative or absolute leucocyte counts ? 
H. Schafer. 

Bone-formation in the Fallopian tube. O. Reimhelt. 

Congenital skin defects—a lethal, familial syndrome with formation o! 
bullze and congenital defects of the skin. F. Heinrichsbauer. 

The pituitary gland during pregnancy and the ovarian hormone. H. 
Baniecki. 


The anatomy of the mucous membrane of the menstruating uterus. 

The history of menstruation is better studied from post-mortem than 
operation material. Meyer-Rueégg returns to his description of the menstrua- 
ting uterus of a girl aged 17 who died from meningitis. The blood- 
infiltrated functionalis has been detached in one piece from the basalis—a 
detachment which appears to be brought about almost entirely mechanically 
without intervention of uterine contractions. Arterioles in the basalis are 
contracted and comparatively empty, in the functionalis from the zone 
of detachment dilated and full: locai arterial paralysis brings about men- 
struation and determines separation of the functionalis. Glands in the 
basalis are widely dilated, especially towards the myometrium, in contrast 
with the appearances in the pre-menstrual endometrium. In the cells of 
these glands the basal cytoplasm shows variable numbers of granules 
which do not appear to be derived from nuclear degeneration and whose 
apearance suggests a physiological activity. Possibly they produce a 
hormone : conceivably they may reach other organs and therein induce 
endometrioid activity. 


Ulcus post-abortum of the endometrium. 

A description of three cases in which a uterus removed at operation 
was found to contain near the fundus a deep, somewhat overhung ulcer 
the size of a penny: microscopically the special characters were deep 
seated insertion and adherence to a hyperplastic basalis, as well as presence 
of smnall degenerated chorionic villi and groups of decidual celis. The 
patients were aged from go to 45 and had recently had uterine abortions 
unattended with severe hemorrhage in two instances in which hyster- 
ectomy was done early for other reasons, but leading to severe bleeding in 
the third case. The view is taken that in the first two cases the ulcer 


would eventually have led to meno- and metrorrhagia. According to Lahm 
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hyperplasia of the basalis is associated with an overlying thinness of the 
functionalis : an ovum atached here will lead to deficient decidual reaction 
and later there will be adherence of the placenta and retention of placental 
elements deep within the endometrium. Defective regeneration post- 
partum in this region leads to the characteristic ulcer. Lahm stresses 
the importance of decidual subinvolution in the causation of late post- 
partum bleedings, often regarded as unconnected with childbirth. 


Concerning multiple amniogenic foetal deformities. 

According to the literature multiple congenital deformities are very 
rare. Klein in a seven months’ foetus which lived 23 hours noted extensive 
facial deformities, including absence of one eye and the upper lip, absence 
of one arm, and deformities of the hand and both feet. The deformities 
are regarded as due to amniotic foeto-placental adhesions; remnants of 
amniotic bands, however, were found attached to the placenta only, net 
to the foetus. 


The conduct of labour. 
In Germany 4,500 out of one and a half million women, or 0.3 per cent 
die in childbirth, and the estimated mortality from puerperal fever is 
0.16 per cent. Fcetal mortality is reckoned as three to four per cent. 
Recently instructions to midwives has improved but that of students has 
not, ‘‘so that unless an alteration takes place it may soon be possible to 
say that a midwife understands more of obstetrics than a doctor.” 
Economic considerations are of importance : a medical man is better paid 
for an operation in midwifery than for its prevention, and is quite 
inadequately remunerated for the considerable loss of time which expectant 
supervision demands. Introduction of the rubber glove has not fulfilled 
expectations and prevents infection from the accoucheur’s hand only. 
Rectal examination, when external examination does not suffice, is 
unfortunately a poor substitute for vaginal examination. If external 
examination only has been made, the person conducting treatment in the 
clinic has complete freedom to base operative treatment, if required, on 
solely obstetric considerations. Operative interference, like vaginal 
examination, is done much too frequently. In the clinic many patients 
admitted after ‘‘failed forceps” deliver themselves spontaneously. Con- 
tracted pelvis per se is not an indication to operative delivery, and a scheme 
of treatment varying according to the conjugate measurement is incorrect : 
size, hardness and susceptibility of adaptation of the foetal head, together 
with the resistance of the soft maternal parts and the character of the 
pains are all important. At Jena 4.5 per cent of cases of flat as compared 
with 3.8 per cent of cases of normal pelves require forceps delivery. Probably 
measurement of the conjugata vera during labour is not only useless but 
harmful. Stimulant measures, especially rupture of the membranes, in 
cases of weak uterine contractions at the beginning of labour are wrong : 
patience is called for. The forceps is often applied needlessly for suspected 
foetal suffering : slowing and acceleration of the foetal heart are physio- 
logical events during labour and are of less significance than irregularity. 
Auscultation often gives unreliable findings. Forceps application, to save 
a foetal life must be very quickly successful, or otherwise it adds to the 
foetal risk. Living, though injured children are not infrequently born 
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spontaneously in the clinic after forceps had been applied elsewhere for 
suspected impending foetal asphyxia. In the avoidance of this vagino- 
perineal incisions are more useful than forceps. ‘‘Support of the perineum” 
avoids tears but by prolonging pressure on the tissues blood vessels and 
nerves of the pelvic floor predisposes to the prolapse which, it is intended 
to avoid. Median vagino-perineal incision is preferable and should be 
followed by exact suture, layer by layer. In the third stage kneading or 
pressure of the uterus before the placenta has become detached is wrong. 
For bleeding after the expulsion of the placenta, pituitary extract is nearly 
always effective but occasionally clamping of the uterine arteries per 
vaginam is required: manipulation of the uterus is not called for. 
Pyrexia during labour is no indication for forceps application, which may 
produce injuries favouring spread of infection. Fever is not a certain 
sign of infection. It is illogical to base treatment on bacteriological reports 
of either the vaginal flora or of the blood: labour in febrile cases shouid 
be conducted so as to minimize trauma. When the foetus is dead perforation 
(but not cranoclasia) is preferable to use of forceps. In conclusion Henkel 
states that the most important points in obstetric teaching are to secure 
adequate study of normal labour, adequate instruction in external examina- 
tion of the patient, and adequate recoguition that physiological characters 
are to be preserved, wherever possible, throughout labour. The desirability 
of imposing special tests on medical men desiring to practise midwifery is 
to be envisaged. ‘ 


The treatment of new-born children of syphilitic mothers. 


Eight out of ten infants born with manifest signs of congenital 
syphilis, or showing the same within a few days of birth, die within six 
months (six within three months). About 15 per cent die from syphilis, 
the remainder from secondary disease, mostly staphylococcal infections 
or pneumonia. Infants in whom spirochetes are found in the umbilical 
cord are to be given intensive treatment, whether the Wassermann reaction 
is positive or negative: in the latter case infection has taken place at or 
shortly before birth and the therapeutic outlook is better. Indication to 
treatment is also given by the presence of syphilitic exudate in the cord 
(endo- and periateritis with small-cell infiltration) and by a positive 
Wassermann in the umbilical or systemic blood. Intensive treatment has 
reduced mortality from 60 to 30 per cent, and earlier diagnosis further to 
15 per cet. Klaften recommends ‘‘preventive treatment” in the children, 
from whom at birth serological, bacteriological or clinical signs of syphilis 
are absent, of syphilitic mothers: thus a mortality of four to 10 per cent 
has been obtained. The doses given are large, being equal to those used 
in infants with obvious clinical signs. These doses are proportioual to 
and increase paripassu with the body-weight. In a calomel-neosalvarsan 
cure 0.001 grammes of calomel per kilogramme of body-weight is given on 
the first, fifth and eighth days, followed by 0.05 grammes of neosalvarsan 
per kilogramme of body-weight on the eleventh, fifteenth and nineteenth 
days; three doses of calomel are followed by three injections, usually 
intramuscular, of neosalvarsan, individual doses of each being separated 
by intervals of about three days. Myosalvarsan is equally useful. Bisimo- 
genol is sometimes preferred to calomel, and oral exhibition of the latter 
may be replaced by inunctions of grey ointment. 
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Etiology and treatment of pyelitis gravidarum. 

Systematic histological examination of the various sections of the ureter 
in post-mortem material from fourteen pregnant subjects showed (sometimes 
more markedly on one side) in the juxtavesical portion very cousiderable 
concentric hyperplasia, which affected both the perivascular connective- 
tissue sheath and the uterus itself (muscular hypertrophy and neo-formation 
of connective tissue elemeuts) and was associated with narrowing of the 
lumen. Above the point where the treter penetrates the parametrium its 
lumen was somewhat dilated and hypertrophy of the wall was much less 
marked. No signs of acute or chronic inflammation or of scar formation 
were visible. These findings are to be correlated with the facts that muscular 
hypertrophy in the trigone can cause urinary obstruction (Wesson, 
Journal of Urology, 18, 1927), that in the later months of pregnancy 
50-70 c.m. of residual urine are not infrequently found and that systoscopi- 
cally the vesical opening of the ureter is often found to be patent in 
pregnant subjects. Recent anatomical and clinical work has shown that 
there is pressure of the pregnant uterus on the ureter which Opitz and 
others assumed does not occur; the physiological dilatation of the ureter 
in pregnancy is rather to be explained by the stricture-like alteration, 
also physiological, which is found to take place at the junction of the 
supra-parametrial and the lower zone of the ureter. Apart from possible 
pressure of the foetal head during the last days of pregnancy pyelitis gravi- 
darum is to be explained by (1) the above-named anatomico-physiological 
findings and (2) immunological variations in the resistance of different 
patients to infection. (The opsonic index with respect to B. coli was 
found to exhibit extreme variations in the blood of 55 pregnant subjects). 
Evidence is forthcoming of both ascending and hematogenous infection 
of the dilated upper urinary tract in pregnancy pyelitis. From pyelo- 
graphic and bacteriological examination of 27 pyelitis patients from four 
to thirty-three months post-partum it was found that physiological con- 
ditions had been regained in those in whom pyelitis had occurred within 
ten days before labour or in the puerperium, but that about one half of 
other patients still exhibited ureteral dilatation and/or presence of micro- 
organisms in the renal pelvis. Turning to treatment Hofbauer concludes 
that (1) internal or intravenous administration of autiseptics is contra- 
indicated by the affection of the renal parenchyma which nearly always 
accompanies pyelitis, (2) from the onset of the malady a non-nitrogenous 
diet should be given, with abundance of vegetables and of grape or milk 
sugar dissolved in hot draughts, (3) hypodermic injections of pituitary 
extract, which stimulates the ureteral muscles, should be given twice 
daily—there is no fear of inducing abortion; (4) the extract should also 
be given for at least two weeks after labour. 


Streptocecci in carcinoma of the uterus, their virulence and its response to deep 
X-radiation. 

sacteriological investigation was made of the cleaned surface of the 
tumour in cases of cancer of the uterus, and the Ruge-Philipp test 
(growth of haemolytic streptococci in the presence of the patient’s own 
blood serum) was done in order to assess the virulence of the haemolytic 
streptococci when present. The Ruge-Philipp test was repeated at intervals 
after X-radiation and radium application. Thirty-eight untreated cases 
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of cancer of the uterus (33 carcinoma cervicis, four carcinoma corporis, 
one carcinoma portionis vaginalis) showed the presence of streptococci in 
30, and heemolytic streptococci in 25, in 15 of which (39 per cent of the 
35 cases) the Ruge-Philipp test was positive. Six to eight weeks after 
deep X-radiation the percentage of positive cases was slightly higher, but 
after a second like period the percentage of positive results had diminished 
to 25. Three weeks later still fewer give positive tests, but from the 
twelfth month onwards the presence of virulent haemolytic streptococci was 
verified with increasing frequency. After radium applications speedy initial 
increase of virulence was noted, but several weeks later the positive 
Ruge-Philipp tests had diminished from 22 per cent to 13 per cent. 


Does the uterus possess endocrine activity? 

In a recapitulation of recent work concerning genital hormone Zimmer- 
mann mentions that Aschheim and Zondek have had ninety-six per cent 
of accurate results in testing for early pregnancy by injecting patients’ 
urine into infantile mice whose vaginal secretion is examined by the 
Allen-Doisy method: a positive result is due to the presence in the 
patients’ blood, after conception, of large amounts of the hormone of the 
anterior lobe of the hypothesis. A control injection of a castrated mouse, 
which responds to ovarian but not to hypophyseal hormone, serves to 
exclude a net-reaction due to the former. There has been a tendency to 
attribute cyclical alterations in the female genital organs to influences 
from ovum, follicle, corpus luteum and anterior lobe of the hypophysis 
solely : the reciprocal relation of ovary and uterus has been neglected in 
that too little importance has perhaps been attached to the influence of 
the latter on the former. In this connection it is pointed out that (1) morbid 
spmptoms of artificial menopause are not prevented (nor, it is said 
diminished)by preservation of the ovaries in ablation of the myomatous 
uterus; (2) after such operations regressive changes in the ovaries are 
found; (3) persistence of ovarian activity beyond the normal climacteric 
age is found in combination with interstitial but not with submucous or 
subserous myoma. Zimmermann describes regressive changes in the 
ovaries of the guinea-pig, examined up to twelve months after castration 
—changes which in some cases were prevented by effective grafts of 
uterine tissue. Rosenblatt has prevented uterine haemorrhage in cases of 
myoma or hemorrhagic metropathy by intra-uterine injections of iodine 
solution, or latterly of sterile Ringer’s solution: the technique used has 
been proved radiologically not to permit of access of injected fluid to the 
ovaries. 


Clinical features of hydatidiform mole, chorion-epithelioma and lutein-cyst formation. 

A description of six cases for hydatidiform mole, characterized by bleeding 
or bleedings from the second month onwards and by undue uterine enlarge- 
ment, without albuminuria or conspicuous vomiting. One case only was 
accompanied by adnexal tumour-formation—the ovarian cysts on one side 
contained a lutein-granulosa layer: in this case chorion-epithelioma was 
found to have developed six weeks later. Mole formation occurred in 
cne case, the mole being retained at least three months. 


A primary mucous-cell adenocarcinoma of the Fallopian tube. 
Recorded cases of primary tubal carcinoma number 213: another is 





186 Journal of Obstetrics and Gynecology 


here described, noteworthy in that the growth was in a very early stage, 
was a mucous-cell carcinoma (not hitherto described apparently), and was 
found in a patient aged only 27. Diagnosis was made microscopically aiter 
removal of apparently and microscopically chronically inflamed Fallopian 
tubes. Since the mucous-cell carcinoma affected a portion of one Fallopian 
tube, and because of the patient’s youth, further operative treatment or 
radiotherapy was not employed. Curettage of the cervix and corpus uteri 
afforded no evidence of mucous-cell carcinoma. No sign of carcinoma of 
the alimentary tract could be made out clinically or radiologically, and the 
patient appeared well eight months later. 


Kraurosis vulve. 

A clinical and histological description of kraurosis vulvee based on 
three cases in women aged from 34 to 39, in whom subjective symptoms 
and therefore the secondary effects of itching and irritation were absent, 
and who had not had syphilis, gonorrhoea, fluor or vulvitis. Clinically 
kraurosis vulvee is characterized by (1) an antecedant pruritus of vulvitis, 
which is absent in ove quarter of the cases; (2) local leucoderma, leuco- 
pathia or vitiligo, often erroneously called leukoplakia—this is invariably 
present and consists of white patchy or diffuse decoloration of the nymphe, 
etc.; (3) atrophic changes. Pathologically three stages can be recognized 
which, produced in chronological succession, can nevertheless be found 
side to side in neighbouring areas of skin: these are the hypertrophic, 
regressive and artrophic phases. The hypertrophic phase is recognized in 
sclerosis and cedema, inducing pressure atrophy in the papillee followed 
by increase in the horny layer, cell multiplication in the rete Malphighii, 
disappearance of pigment in the stratum cylindricum, and disappearance 
of sebaceous glands and of elastic and nerve fibres. In the regressive phase 
the cedema disappears and there is a regenerative appearance of typical 
granulation tissue in the cutis. In the atrophic phase a network of fibrous 
tissue, poor in nuclei, is found. 

W. E. Crowther. 


Monatsschrift fur Geburtshilfe und Gynakologie. 


November, 1928. Vol. Ixxx, No. 4—5. 
The problem of the treatment of malignant tumours. M. M. Datnow. 
A further contribution on postmature pregnancy, and remarks on the 
time of the first appearance of morning vomiting. H Fiith. 
*Contribution on the question of febrile abortions. M. Mgalobeli. 
*Experiences with Avertin. W. Beck. 
Contribution on the mechanism of development. L,. Weill. 
*Hzematocolpos lateralis. H. H. Schmid. 
*On metastatic gastroenterogenous carcinoma of the ovary. (Krukenberg’s 
tumour). F. Isbruch. 
*The later fate of children with intracranial birth injuries. H. Vaujoks. 
*The atiology and prognosis of genu recurvatum congenitum in the new- 
born. E. Henrard. 
The obstetrician’s duty of speech or silence. K. Gerdessen. 
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December, 1928. Vol. Ixxx, No. 6. 
*Appendicitis and the menstrual cycle. Kk. Rosenloecher. 
“Bronchial asthma and pregnancy. E. Wiechmann. 
Protection aud incision of the perinaum. E. Martin. 
Prophylactic thrombus production in varices. E. Vogt. 
*The effect of the female sex hormone menformon, especially on the breast. 
E. Laqueur and S. E. de Jongh. 
*Proubasta’s butterfly grip in dilatation of the cervix. V. Conill. 


Contribution on the question of febrile ateortions. 

Megalobeli concludes that: (a) in all cases of febrile abortion the 
uterus should be cleared out as early as possible, as the prognosis 
generally depends in the time of the clearance. (b) active treatment 
is contraindicated in cases where the infection has spread beyond th: 
uterus, regardless of whether it is generalised or local; (c) active treatment 
shortens the stay in hospital and enables patients to return to work early. 


Experiences with avertin. 


Beck recommends Avertin as a rectal method of anzesthesia for opera- 
tion on the grounds of 1. absence of preoperative tear; 2. partial or com- 
plete avoidance cf the use of ether; 3. avoidance of postoperative respira- 
tery or digestive disturbances and thirst, and; 4. its applicability in 
pulmonary disease and old age. 


Hematocolpos lateralis. 


In Schmid’s case the 38 year old patient had had an operation at the 
age of 16, for septate vagina, in which an opening was made through 
the septum into the closed half of the vagina. This aperture shrank in 
time and caused pain and swelling at the periods. The author therefore 
advocates excision of the septum in such cases, as this proceeding cleared 
up all symptoms in his patient. 


On metastatic gastroenterogenous carcinoma of the ovary (Krukenberg’s tumour). 

Isbruch describes two cases which illustrate the great variety in the 
microscopic and clinical picture, and emphasises the need for co-operation 
between surgeons, physicians and gyneecologists. 


The later fate of children with intracranial birth injuries. 

Vaujok’s conclusions are as follows :—1. the diagnosis of intracranial 
lesions is often only a probable one; bloodstained cerebospinal fluid is 
only one of many signs, 2. Lumbar puncture is helpful for the time being, 
but a permanent success is hardly to be expected of repeated punctures. 
3. After surviving the first attack a number of children die months or 
years later of direct consequences of the lesion (convulsions), or of other 
illnesses whose connection with the haemorrhage is doubtful (lung com- 
plications). 4. A number of children lose all symptoms entirely and develop 
normally in mind and body. 


(Nine cases were watched for from two to 
twenty years). 


5. In two cases (large skull, stereotyped movements) a 
connection might have existed, but was improbable. 6. In two children 
who had suffered from severe pressure on the left side of the head (forceps, 
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contracted pelvis) marked disturbances of speech development occurred. 
7. Little’s disease and psychic anomalies were never seen in the children 
who survived. 8. Heredity must always be closely considered in these 
cases. 


The etiology and prognosis of genu recurvatum congenitum in the new-born. 
The marked deformity arose from oligohydramnios, but disappeared 
after three days without any treatment. 


Appendicitis and the menstrual cycle. 

Rosenloecher finds that cases where appendicitis causes irregularity 
or profuse menstruation may be divided into two classes : One due to a re- 
flex mechanism, in which the adnexa show no change and the condition 
returns to normal after appendectomy, and one due to inflammation 
spread directly to the Fallopian tube or ovary, in which the abnormality 
may persist. 


Bronchial asthma and pregnancy. 

Wiechmann explains the improvement in Spregler’s two cases by a 
tendency to acidosis in the later months of pregnancy. He points out 
the increased incidence of asthma in the winter months and suggests a 
connection with alkalosis. 


The effect of the female sex hormone menformon, especially on the breast. 

Laqueur and de Jongh find:—1. In contrast to Ebhardt’s results 
menformon produced growth of the mamma in all its parts. Photographs 
are shown of experiments in various animals and it has been shown that 
oral administration is as successful as injection :—a normal wuncastrated 
male guinea pig was made to produce enough milk to suckle a young 
one. 2. True growth of young genitalia occurs, not a transient increase 
in size with premature cestrus. 3. Ebhardt’s negative results depended on 
inadequate dosage. 4. The significance of quantity in comparing results 
in different animals and methods of administration is discussed. Results 
have value only as numerical amounts are given, and the question of 
quantity is often overlooked in dealing with specificity. As effects can 
be produced with 2/10000 mgm. per unit of menformon, traces of it may 
be present in other grafts and extracts which have given positive results. 
It appears certain that menformon is the special hormone for the develop- 
ment of the breast and probably also of the female genitalia. 5. The nged 
of biological standardisation of preparations is emphasised in. considering 
a rational therapy. 


Proubasta’s butterfly grip in dilatation of the cervix. 

Conill reports a case where this method of slow gentle steady separa- 
tion of the two index fingers in the cervix was rapidly successful in 
completing dilatation of the os after more violent efforts had failed. 


Dorothy N. L. Leverkus. 
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Zentralblatt fur Gynadkologie. 


No. 31, Aug. 4, 1928. 
‘Twilight sleep. H. Kiehlin. 
*Gangrene of the extremities. O. Schmidt. 
The treatment of streptoccocal infections. P. Caffier. 
The prophylaxis of mastitis. F. Anders. 
Cavernous hemangioma of the breast. O. Leumann. 
*Vaginal metastasis of a malignant suprarenal tumour. H. U. Hitsch- 
Hoffmann. 
A new modification of cervical Caesarean section. B. Aschner. 
A new treatment of leucorrhoea. L. Eichengriin. 
Sacral and lumbar pain. P. H. Rulle. 


No. 32. Aug. 11, 1928. 
Carbon dioxide anzesthesia. E. Fischer. 
Cervical erosion. H. U. Hirsch-Hoffmann. 
Some pitfalls in gynecological radiography. K. F. Schulze. 
Zweitel’s forceps. P. Hiissy. 
Fibrolipoma of the labium majus. O. Neumann. 
*Spontaneous rupture of the cervix. F. Federlin. 
A case of meningocystocele. L. Pape. : 
The treatment of acute peritonitis with Ditonal. Holtschulte. 


No. 33, Aug. 18, 1928. 
Placenta pseudo zonaria. E. Klaften. 
The treatment of foetal asphyxia. FE. Spier. 
*\ new technique for radiographic diagnosis of early pregnancy. 
Albans. 
On thymophysin. N. Temesvary. 
*The treatment of leucorrhcea. O. Koster. 
*Tutokain and lumbar anzesthesia. E. v. Konrad. 
Tocal anzesthesia in gyneecology. A. Timofeew. 


No. 34, Aug. 25, 1928. 
Blocking of Head’s areas. J. Halban. 
Denman’s spontaneous version and Bandl’s ring. P. Schumacher. 
Birth brain injuries. P. Schwartz. 
The falling birth rate in Germany. H. Albrecht. 
A new instrument for taking internal pelvic measurements . F. Wolff. 
*Stryphnon—a new haemostatic. A. Springer. 
A reliable haemostyptic—“‘Calcium-Sandoz.”? J. Kagan. 
Perforation of the uterus and adherent placenta. Bakanov. 


No. 35, Sept. 1, 1928. 
Puerperal peri-sigmoidal and peri-rectal abscesses. H. Peters. 
Vaginal Czesarean section. J. Bengolea. 
Radiagraphic pelvimetery. P. Schumacher. 
Squamous epithelium nodules in the uterine mucous membrane. 
Hintze. 
*Care of the umbilicus. J. Frigyesi. 
Tubal pregnancy and ovarian tumours. KE. Voelcker. 
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*Placental extract in menstrual disturbances. J. Batisweiler. 
The surgical treatment of purulent inflammations of the adnexa. Sztehlo. 


No. 36, Sept. 8, 1928. 
*Congenital and acquired ureteral reflux. O. Koster. 
Prolapse and the urinary tract. O. Brakeman. 
Purpura of the bladder. B. Ottow. 
*Cystography. H. Kamniker. 
Injury to the bladder by catheterising. B. Liegner. 
The pre- and post-operative treatment of genital fistula. E. Fischer. 


No. 37, Sept. 15, 1928. 
The vaginal radical operation for cervical carcinoma. T. Heynemann. 
Sebaceous glands in the vagina and cervix. H. Hinselmann. 
Beuttner’s hysterectomy . H. Kohler. 
*Puerperal pulmonary gangrene. P. Desensis. 
Menstruating endometrium in an abdominal scar. A, Rieck. 
The diagnosis of appendicitis. A. Grube. 
Thrombosis and embolism. A. Calmann. 
The mortality of pregnancy, labour and puerperium. H. Nevermann. 
Fibrous degeneration if the endometrium. O. Wolfring. 
*The early stages of breast feeding. Willkomin. 
Ceesarean section and dead foetuses. A. Blombach. 
Pyelography and pyelitis of pregnancy. F. Sennewald. 
The tubal mucosa. R. Cordua. 
Ovarian pregnancy. H. Haenber. 
Acute (pancreatic) necrosis and pregnancy. H. Martens. 
*The menstrual cycle and the vaginal mucosa., Stemshorn. 
Spontaneous rupture of the cord. G. Haselhorst. 
*Pelvimetry and radiography. H. Kienlin. 
Metabolic interchange between the placental and maternal blood. S. 
Jebsen. 
*Urinary piginents and hepatic function. O. Heesch. 
The prognosis in hyperemesis gravidarum. T. Heynemann. 


No. 38, Sept. 22, 1928. 
silirubin and diastase estimations in pregnancy, labour and the puer- 
perium. W. Schinidt. 
The histology of uterine polypi. O. Hintze. 
*Heemorrhage after coitus. H. Hinselmann. 
An operation for vaginal carcinoma. J. Frigyesi. 
Puerperal uterine gangerine. M. Speiser. 
Flephantiasis vulvee. I. v. Biiben. 
Biology of the leucocytes in the vaginal secretion. M. D. Guttner. 
Hemostasis in Cresarean section. R. Podkowa. 


No. 39, Sept. 29, 1928. 
Statistics of obstetrical operations. G. Winter. 
*T'wo cases of spondylolisthesis. J. Novak. 
Spondylolysis. H. Hayek. 
Radium treatment of uterine fibromyomata. J. Ikeda. 
Adenocystic fibromata of the ovary. H. O, Neumann. 
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*Aneurysms of the placental arteries. O. Hintze. 
Exploratory lapartomies. A. v. Fekete. 


*Essential thrombopenia and menstruation. P. Denissoswa-Ssuscewskaja. 


No. 40, Oct. 6, 1928. 
The sociological aspects of interruption of pregnancy. 
The significance of experiments on the isolated uterus. 
Immunisation experiments with fcetal and placental lipoids. E. Ishikowa. 
W. Stoekel. 
metabolic 


H. Sellheim. 
H. Kraus. 


The intervillous space. 
The hunger cure and the 


Rissmann. 
*Radiography and genital fistula. H. Nahmmacher. 
Torsion of the ovary. A. W. Bauer. 
*Homo- and hetero-transplantations and blood grouping. 


disturbance of pregnancy. P. 


E. M. Schwarz- 


mann 
*Uterine cysts. C. Stanca. 
No. 41, Oct. 13, 1928. 
H. O. Neumann. 
C. Wigger. 
G. Amati. 


Ovarian hilus cells. 
*Carbon dioxide as an ecbolic. 
Placenta and ovarian hormone. 
The treatment of eclampsia. K. Atzerodt. 
Hirsch’s new methods in obstetrics. I. Eversmann. 
*Metastatic pneumococcal abscess. A. Lervin. 
*A contribution to the casuistic of puerperal tetanus. O. H. Hebold. 


The vegetative nervous system and narcosis. G. Breitmann. 
H. Schréder. 


Two important puerperal preventive measures. 


No. 42, Oct. 20, 1928. 


Results of treatment of eclampsia. P. Wirz. 
*The serological diagnosis of pregnancy with phospho-tungstic acid 
solution. M. Rodecurt. 
*The serological diagnosis of pregnancy and sex of the foetus. E. Weigert. 
The clinical diagnosis of tuberculosis of the adnexa. H. Heinsius. 
Chorion epithelioma of the Fallopian tube. Hormone formation of isolated 


Kk. de Snoo. 


trophoblast. (Menformon). 
Menstruation and sense of position. F. Kleinknecht and Schaare. 
*Extra-amniotic twin pregnancy. P. Jonen. 
Eclampsia and pyrexia. KE. Krieger. 

The «etiology of intra-uterine foetal ossification. A. Hirschberg. 


No. 43, Oct. 27, 1928. 
M. v. Falkenhausen 


The causes of noncoagulation of menstrual blood. 


and A. Pyrgialis. 
The nature and origin of ovarian lipoid. E. Preissecker. 
*Intra-uterine extrasystole. C. Holtermann. 
Placental prolapse. R. Kobes. 
Zangemeister’s method of treatment of infectious abortions. E. Krieger. 
*A case of severe cohabitation trauma. E, Fischer. 
Occupatian and menstruation. E. Schlesinger. 


The operative treatment of uterine myomata. A. Mandelstamm. 
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No. 44, Nov. 3, 1928. 

Further experiences with pernocton in twilight sleep. E. Vogt. 

Pernocton twilight sleep in obstetrics. H. Miitz. 

The importance of gynzecology for social assurance. W. Liepmann. 

On the extent of leukoplakia of the portio. H. Hinselmann. 

On traumatic obstetric paralyses. H. Schulz. 

Two unusual cases of ectopic gestation. F. Federlin. 

New experiences of my operation for prolapse and ante-version of the 
uterus. E. Icipiades. 

On histological changes in the membranes in anomalous rupture. S. 
Szenteh. 

A simplification of the Grossich method of iodizing the skin. J. Rosen- 
blatt. 


No. 45, Nov. 10, 192 
Ve 


8. 

On pernocton twilight sleep in midwifery. Wieloch. 

Kielland’s prolapse operation. P. Hiissy. 

Secondary closure of the vagina, an experiment in réntgenological repre- 
sentation of the vagina. H. Levy. 

The operative treatment of inflammatory tumours of the adnexa. G. 
Conrad. 


J 


Endometrioid proliferation in laparotomy scar tissue after pertubation. 
EK. Haeusermann. 

Decapitation of the fore-coming head. H. Sachs. 

The tip of the coccyx as an obstacle to delivery. Bleeding gastric ulcers 
as the cause of death after birth. S. Heckscher. 


No. 46, Nov. 17, 1928 

A case of salvarsan encephalitis in pregnancy. O. Pritzi. 

On the use of pernocton in gynzecology and obstetrics. H. H. Rupp. 

On réntgenological measurement of the pelvis. LL Driiner. 

Has the vernix caseosa importance in the prevention of icterus in the 
new-born ?. E. Diintzer. 

Contribution to the pathology and clinic of struma ovarii. G. Werth. 

Another case of Gynergen poisoning. T. Spiegel. 

Gravitol a new synthetic ergot substitute. A. Eppinghausen and A. 
Kempf. 

Streptococcal infection and ergot preparations. N. Louros. 

Amenorrhoea during the war and in the post-war period. A retrospect of 
the ten years following the war. G. Teebken. 

A new method of biological disinfection of the vagina. A. Smorodinzew 
and G. Tumanow. 

No. 47, Nov. 24, 1928. 

The diagnosis of malignancy of the portio. J. Schiffimann. 

Experimental investigations of the procedure of the pregnant organism 
in hunger. P. Jonen. 

Transverse lie as indication for Coesarean section. M. Rosenstein. 

A case of intraperitoneal pregnancy. W. Pahl. 

Observations on 150 cases of extra-uterine pregnancy. E. Bamberger. 

A further case of mechanical ileus, three years after Doteris’s ventral 
fixation. E. y. Konrad, : 
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Experiences with a new ecbolic Gravitol. M. Tanoch. 
A case of traumatic hematoma of the vulva. M. Wachtel. 


The indications for manual separation of the placenta and placental 
adhesions. L. Lind. 


No. 48, Dec. 1, 1928. 
On the value of pyeloscopy. H. Kamniker. 
On ureter fissus. A. Hessler. 
Injuries to the ureter in the evacuation of abortions and the interruption 
Of pregnancy. B. Ottow. 


On the operative treatment of incontinence of urine. F. 


v. Miculicz- 
Radecki. 


On a severe laceration of the bladder after perforation of the uterus in 
the interruption of pregnancy. G. Rosenzweig. 


No. 49. Dec. 8, 1928. 

*{ntra-uterine injections and the foetal heart. H. Siedentopf 
*Intravenous alcohol injections in puerperal pyrexia. A. Bar. 
Occupation and disease of the genitalia. A. v. Fekete. 
Pernokton. E. v. Konrad. 
Tubal implantation. H. Henck. 
*An obscure abdominal tumour. P,. Samson. 
Hormones and menstrual irregularities. M. 
An improved vaginal speculum. H. Porges. 
Cranial configuration and asynclitism 

Schpoljanski. 


Dessauer. 
in breech presentations. G. 


No. 50, Dec. 15, 1928. 
Radiography and obstetrics. H. Martius. 
The planum terminale. E. Holzbach. 
*Primary puerperal sinus thrombosis. O. Mondré. 
Uterus unicorporeus bicollis with septate vagina. B. Ottow. 
The treatment of uterine carcinoma in private practice. T. 


Micholitsch. 
*Backache. K. Heuse. 


A case of complete separation of the portio vaginalis sub partum. 
G. Kleff. 

The treatment of leucorrhcea with Besredka’s anti-virus. R. Kohler and 
H. Porges. 

The use of secacornin in Caesarean section. A. Schafer. 

Labour in conditions associated with fixed adduction of the thigh. 
A. Mayer. 

neecological laparotomies. J. Frigyesi. 

Fusion of two Graafian follicles. E. Hausmann. 

Streptococcal infections and ergot preparations. P. Caffier. 

*\ result of tubal insufflation. KE. Miiller. 

The origin of central perineal tears. A. Mandelstamin. 

Perforation of the uterus. N. N. Ssergeeff. 


‘*‘Safety-valve”’? drainage in gy 


The ‘‘Sodiv”’ treatment of septic puerperal and gynecological diseases. 
KE. Scipiades. 
No. 52. Dec. 29, 1928. 


Branched insertion as a predisposing cause of rupture of the cord. H. 


FE. Scheyer. 
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Gangrene of the extremities. 

Schmidt reports three cases of gangrene of the extremities. In two 
patients the gangrene was symmetrical ; in one of these it followed a septic 
abortion and in the other a puerperal infection. It is possible, although 
not certain, that the administration of Gynergen, even although only 
small doses (o.co1g. thrice daily) were given, was responsible in this 
patient. The gangrene in the first subject was clearly a toxic condition 
and whereas but little permanent damage resulted in the patient who 
received Gynergen, irrepariable injury occurred in the other patient. 

An embolus of the femoral artery was the causative factor in the 
third patient. 


Vaginal metastasis of a malignant suprarenal tumour. 

A woman aged 71 years was seen in January 1927 complaining of 
leucorrhcea and of a more recent vaginal hemorrhagic discharge. A small 
swelling with an ulcerated surface and about the size of a hazel nut was 
found in the vaginal wall near the urethral opening. A portion was 
excised, examined microscopically and pronounced to be a suprarenal 
tumour metastasis. In June, 1927, the swelling had increased to the size 
of a walnut and was removed entirely, but the patient’s age forbade 
further surgical treatment. From October 1927 the general condition of 
the patient deteriorated and death occurred October 25th, 1927. A tumour 
larger than a man’s fist was found involving the Teft suprarenal body 
and kidney, although whether it had arisen primarily from the suprarenal 
itself or from a suprarenal rest could not be ascertained. The right 
suprarenal and kidney were normal. 


Spontaneous rupture of the cervix. 

Federlin reports two cases of central rupture of the cervix. The first 
occurred in a patient of 18 years in the fifth and sixth month of preg- 
nancy. After 24 hours of pain, during the last six of which it had become 
almost unbearable, the foetus was to be seen in an intact amniotic sac 
in the vagina, and when the foetus was removed it was noted that whereas 
the os uteri would scarcely admit a No. 4 Hegar dilator, there was a tear 
of six cm. posterior to the os, and through this gap the foetus 
had been expelled. Healing by second intention took place. 

The second patient was a woman of 23 in the fourth month of preg- 
nancy. There had been bleeding increasing in severity for three days; 
the uterus was ante-flexed and the cervix was markedly elongated. A 
Hegar’s dilator No. 4 was inserted and then a laminaria tent. Soon 
afterwards severe pains came on, and on removing the tampon a central 
cervical tear of five to six cms. was visible through which the foetus was 
expelled. A healthy granulating wound was present on the tenth day. 


A new technique for the radiographic diagnosis of early pregnancy. 

Albans investigated 14 patients, of whom two had uterine ‘fibromata, 
while the others were in the first or second month of pregnancy. The 
author states that potassium iodide, sodium tetraiodophenol-phthalein and 
strontium bromide in doses of a few grammes were borne the best in 
pregnancy. The drug passes through the placenta into the amniotic fluid 


ge 
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where the high atomic weight of the drug used renders possible a radio- 
graphic shadow of the uterus in the first two months of pregnancy. 
Sodium tetraiodophenol-phthalein given intravenously is the method of 
choice since it acts more quickly and with greater certainty than the 
other drugs. It is advisable to take the film about 30 minutes after the 
injection is given, care having been taken previously to see that 
both rectum and bladder are empty. While the shadow of the pregnant 
uterus is clear with sharply defined edges, that of the fibromatous uterus 
is less clear with irregular edges. 


Tutokain and lumbar anesthesia. 


Lumbar anesthesia was employed by Konrad in 222 cases, 150 of which 
were laparotomies and 72 vaginal operations. He considers that lumbar 
anesthesia is the eat anesthesia for gynzeecological laparotomies and 
than Tutokain in doses of 0.075g. gives the most certain and longest 
anesthesia, the average duration of anesthesia being 128 minutes. 
Strychnine and caffein are valuable adjuncts and exert a favourable 
influence on the post-operative course of lumbar anesthesia. Vomiting 
and headaches seem to be both milder and rarer after Tutokain than after 
other drugs. Pregnant women and those who have lost large amounts 


of blood or who are suffering from any other form of shock should not be 
given lumbar anzesthesia. 


Stryphnon—a new hemostatic. 
Stryphnon was used in 44 cases of uterine bleeding with the following 
results :— 
Disease Cases. Successes. Failures. 
Inflammatory diseases a ee EG 27 3 
Due to glandular sadeatiawee: 
Climacteric 
Following bien 
In fibromatous uteri 
Ovarian cysts 
Carcinoma 
Of uncertain etiology 


Ww Ge 


nN 


2 
2 
I 


~ 


44 9 


From these figures it is seen that the best results were obtained in 
bleeding of inflammatory origin. The drug which acts (1) As a vasco- 
constrictor (2) by increasing the tone of the uterine musculature is given 
subcutaneously. At first an ampoulle (=2 cem.) is given every two days 
and later daily. Should it be necessary to give it intravenously smaller 
doses, such as half an ampoulle should be given first. 


Care of the umbilicus. 

The two chief objects in ligaturing the umbilical cord, are :—(1) To 
prevent bleeding, and (2) to secure healing in as short a time as possible. 
Mauriceau, Sanger, Ahlfeld and others have emphasized the fact that the 
shorter the stump, the less tissue is there to form a nidus for bacteria 





196 Journal of Obstetrics and Gynecology 


and the less risk of umbilical sepsis. Kolmogosew, in 1888, showed that 
pathogenic organisms may be present in apparently healthy umbilical 
stumps; and more recently Kiistner proved that from the third day 
hemolytic streptococci are present and later still, they can be found in 
So per cent of cases. The same applies to staphylococci. The tendency 
of recent years has been to replace the ordinary ligature by crushing 
forceps or clamps; e.g. Porak’s clamp, Bar’s umbilical crusher, etc. Since 
1926, the author has employed another form of clamp. It is A. shaped 
and is made of aluminium. It measures 3.5 cm. and weighs 1-2 g. The 
cord is placed between the limbs of the clamp and these are then pressed 
together by the fingers. A crushing clamp is then used to tighten the 
grip still more. Observations on the relative merits of Bar’s clamp and 
this instrument were made in 500 cases, with these results :— 
Frigyesi. Bar. 
Stump fell off during the first four days 137 8o 
Stump fell off during the first five days 279 195 
Stump fell cff during the first six days 409 355 
The instrument is recommended on account of its simplicity, cheapness 
and reliability. 


Vlacental extract in menstrual disturbances. 

satisweiler investigated a series of 40 patients suffering from various 
disturbances of genital function to determine the influence of ‘‘Progynon’”’ 
--a placental lipoid extract—on these conditions he divided his cases 
into four groups, viz. :— 

1. Genital hypofunction, i.e., hypo-, oligo- or a-menorrhecea, 

2. Dysfunction. i.e. dysmenorrhcea or menopausal symptoms with 
removal of the ovaries. 

3. A-function. 

4. Disturbances of pregnancy. 

He found that ‘“Progynon” exerted a favourable influence on the 
different forms of hypofunction, but more especially hypo- and a-menorr- 
heea. The menopausal symptoms especially the vascomotor disturbances 
were also much relieved. There was no strikingly good result in those 
suffering from dysmenorrhcea nor was there any success in the fourth 
group. Indeed, in the last group the water and chlorine retention seemed 
to be increased. The dosage varies within wide limits and whereas good 
results may be obtained in cases of hypo-function with only 250 mouse- 
units, those with menopausal symptoms may require 500 to 1000 units 
daily. The duration of treatment also varies with the individual. The 
extract is given in the form of rectal pessaries. Injections of an oily 
suspension had to be discontinued because they were very painful, and 
oral administration is under trial. 


Congenital and acquired ureteral reflux, 

It is important that these two varieties of ureteral reflux should be 
clearly distinguished, since whereas the prognosis in acquired forms is 
usually good, that in congenital forms is bad. Kiske records two cases of 
acquired ureteral reflux. The first was a woman of 37 who in attempting 
abortion had injected a solution of lysoform into the bladder instead of 
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into the vagina. A haemorrhagic cystitis developed. When seen five years 
later, both ureteric orifices were gaping and a solution of eight per cent 
collargol flowed from the bladder into both ureters, which were seen to 
be considerably dilated, without using any ureteral catheters. The patient 
did well with three per cent 10 cem. installations of collargol.. The second 
case showed a similar condition of the ureters, but in addition she had 
also a parametritis (gonococcal), and she died in a state of uremia. At 
autopsy, both ureters were widely dilated, the right kidney was almost 
completely destroyed by a purulent pyelo-nephritis, and the left kidney 
Was intact. 


Cystography. 

Although cystoscopy is the most important method of investigating 
vesical conditions, cystography can give better information in certain 
states, such as diverticula. Either positive or negative cystograims may 
be taken depending on whether air or oxygen or an opaque substance is 
injected into the bladder. Although the absence of danger in using air 
and oxygen has been emphasized, it must be remembered that when 
bleeding highly-vascular tumours are present, air embolism is always 
a possibility. On the other hand, bromide solutions, which are the most 
generally used for this work, are apt to irritate the vesical mucosa. 
Kamniker reports good results from Reiser’s method in which Iodopin, 
the opaque medium is used in conjunction with air injections. About 
20 to 30 cems. Iodopin are injected followed by 30 to 4o cems. air against 
which the Iodopin shows up in bright relief. This method is especially 
useful in tumours of the anterior wall of the bladder. 


Puerperal pulmonary gangrene. 

Desensis reports a case of pulmonary gangrene, following septic 
abortion, in which complete cure accrued after operation. ‘The patient 
was curetted on March 11th, 1927 for incomplete abortion. On March 15th, 
1927, she developed a rise of temperature. On March 16th, 1927 her 
temperature was 101.6°, her respiration rapid and laboured and pulse 
rapid. Cardiac stimulants and morphia were given and within 14 days 
the temperature fell by lysis. However, on April 6th, 1927 there was a 
recrudescence of pyrexia and the expectoration was extremely foul. On 
April rath, 1927 a rib was resected, and on evacuation of the empyema 
the gangrenous lung could be seen. Atter the operation the expectoration 
diminished from 350g. to 20g. per day. On June ist, 1927 a radiogram 
was taken after an injection of Iodopin had been given. There was still 


a cavity five cm. deep into which bronchi opened. Complete healing took 
place. 


The early stages of breast feeding. 

Willkomin investigated a large number of new-born children to find out 
whether the time after birth at which they were first put to the breast 
had any significance. In 600 cases they were put to the breast in the 
usual way i.e. at 12 hours and again at 24 hours after birth. In 1,200 
cases they were first put to the breast 24 hours after birth. He found 
that the average weight loss was greater in those put to the breast at 
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12 hours and that the percentage of children who failed to regain then 
birth weight by the ninth day was also higher in these cases. Many 
children continue to expectorate amniotic fluid for 24 hours after birth 
and these, if put to the breast early, tend to vomit. Also, the mild 
degrees of birth trauma appear to recover better with a longer period of 
rest, while the mother has, at the same time, a complete day’s rest. 


The menstrual cycle and the vaginal mucosa. 

Stenshorn records the results of investigation into the state of the 
vaginal mucosa during the menstrual cycle. He states that a definite 
periodic cycle of proliferative succeeding by destructive changes, compar- 
able to those in the uterine mucosa could not be demonstrated in tie 
vaginal mucosa. In the intermenstrual period the vaginal mucosa may 
be described as consisting of three layers. The explanation of the thick- 
ening of the superficial layers was not clear, and keratin could not be 
demonstrated in the cells of the second layer with Mallory’s stain, as 
the staining capacity of this layer varies considerably. The vaginal 
biood supply shows definite cyclical variations. During the premenstrual 
and menstrual periods the mucosa is very plentifully supplied with turgid 
vessels, which during the post menstrual stage again diminish in size. 


Pelvimetry and radiography. 

Kienlin summarises his views on the value of radiology to obstetricians 
as follows :— 

(1). The pelvic inlet and outlet can be measured by a radiogram. 

(2). The conjugate vera and the relationship of the child’s head to 
the pelvis can best be ascertained in the lateral position. 

(3). Vaginal examination is still the method which gives the most 
important information and a radiogram is only to be substituted for it 
in particular circumstances, such as infective conditions or where a vaginal 
examination is impossible. 

(4). A radiogram is particularly helpful in detecting bony abnormalities 
of the pelvis or foetus. 

(5). The use of the pantogram avoids many technical difficulties and 
detailed calculations. 


Urinary pigments and hepatic function. 

Heesch estimated the urinary pigments by Veil and Heilmeyer’s method 
in severe cases of hyperemesis gravidarum, and in all cases of icterus of 
pregnancy, eclampsia, nephrosis and circulatory disturbances of pregnancy. 
He found that in all these cases there was an abnormal increase in urinary 
pigment, the increment depending on the severity of the disease. The 
author considers that this investigation gives information about hepatic 
function and is therefore an important addition to present clinica) 


inethods. 


Hemorrhage after coitus. 

Hemorrhage atter coitus in cases of carcinoma of the cervix may be 
due either to (1). a lesion of the fragile carcinomatous superficial epithe- 
lium, or (2). to an extension of the carcinomatous ulcer opening up blood 
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vessels. The second variety is the commoner explanation, but Hinselmann 
reports a case in which bleeding had occurred for two years, although 
on examination both macro- and microscopical no ulceration or necrosis 
could be found, and in which therefore the first type of bleeding occurred. 


Puerperal uterine gangrene. 

Max Speiser records two cases of puerperal uterine gangrene. The first 
patient was found to have a double uterus and vagina, the right uterus 
containing a nine months foetus. On account of pyrexia, it was decided 
to terminate the pregnancy by operative measures, during which the right 
ureter was injured. On the nineteenth day after the operation the gang- 
rcenous uterus was sequestrated entirely, but the patient made a good 
recovery and was discharged on the thirty-third day. ‘Three months 
later she was operated on successfully for the uretero-vaginal fistula. 
It was determined at this operation that the left uterus was still present 
but that the right was represented by a nodule the size of a bean. 

In the second case the gangrene supervened on a normal labour and 
was accompanied by a fatal peritonitis and a thrombophlebitis with early 
gangrene of the extremities. The possibility of ill effects due to Gynergen 
is admitted, and the necessity of careful consideration before giving it 
to pyrexial lying-in women emphasized. 


Elephantiasis vulva. 

v. Biiben reports a case of elephantiasis vulvee of 2c years standing in 
a working woman of 50, who came to the clinic on account of the offensive 
purulent discharge from an ulcerated part of the tumour. Apart from 
its size, which when first seen was that of a man’s head, the tumour had, 
until it became ulcerated one month previously, not caused any incon- 
venience. The brownish tumour, whose surface was partly smooth and 
partly papillomatous, was ulcerated on the under surface and discharging 
offensive pus. The swelling arose from both labia majora and involved 
the clitoris. The thigh was markedly varicose. The tumour was re- 
moved under local anesthesia and on section was shown to consist 
wainly of cedematous fibrous tissue, and with dilated vessels, but few cells. 
The Wassermann reaction was negative, and since she had had lupus of 
the nose, it was possible that this tumour was also tuberculous in nature. 


Two cases of spondylolisthesis. 

Novak describes two cases of spondylolisthesis seen at the gyneaco- 
logical department of the Kaiser Franz Josep Hospital during the past two 
years. Both cases showed the usual characteristics of the disease, i.e. 
the shortening of the trunk; the projection of the hips; the saddle-shaped 
depression of the lumbar spine; the diminished pelvic inclination 
with pronounced lumbar lordosis. In both cases the sharp angle 
between the anterior surface of the fifth lumbar vertebra and_ the 
anterior aspect of the sacrum could be distinctly felt. The  radio- 
gram confirmed the diagnosis. Both patients gave a_ history of 
trauma some years previously; the first patient fell down stairs and the 
second fell from a motor bicycle. Neither patient sustained severe injury 
at the time of the accident but each patient dated her pain from that 
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time. It appears that the disease is a progressive one; the injury having 
fired off the train of events which is accelerated by repeated minor injuries 
e.g. carrying a heavy child or dancing or sport. The origin of the disease 
probably lies in some abnormality of ossification. 

Spondylolisthesis is often thought to be a rare condition but it has 
been shown recently that it is not uncommon in its less severe degrees 
and according to some authors it is not confined to the female sex but 
occurs also in males, even more frequently. 


Aneurysms of the placental arteries. 
Hintze describes two cases of aneurysm of the placental arteries, 
The cause in these infants was unknown since the usual 


causes, 1.¢., 
syphilis, arteriosclerosis, trauma and tuberculosis 


could be excluded. 
When intra-uterine foetal death occurs, rupture of an aneurysm of the 
placental artery is a possible cause. 


Essential thrombopenia and menstruation. 

Denissowa-Ssusekskaja reports a case of purpura in which there seems 
to have been some connection with the internal secretory functions. The 
patient was a woman aged 47 years who had first developed a purpuric 
rash, bleeding gums and menorrhagia at the age of 22. The course of the 
disease was irregular and during the intermissions both the skin rash 
and the menorrhagia disappeared. She married when 27 and between 
that time and 1925 she had six pregnancies. During each pregnancy and 
the succeeding lactation period the rash disappeared, only to reappear 
during the intervals. While under observation it was found that during 
menstruation the thrombocyte count fell rapidly and then recovered in 
the intermenstrual period. This sequence of events was not affected by 
applying X-rays to the spleen. 


Radiography and genital fistule. 

Fistula in connection with the genital organs are not uncommon and 
it is not always easy to follow their course or determine their relationships 
to neighbouring organs by the usual methods of examination. Even when 
recourse is made to passing a sound, the possibility of a false track 
cannot be excluded. It is in such cases that injections of Iodopin studied 
in conjunction with radiograms has proved of great value. Nahmmacher 
quotes two illustrative cases, 

Homo: and hetero-transplantations and blood grouping. 

Schwarzmann investigated cases of homo- and heteroplastic ovarian 
transplants in relation to the blood groups of the recipient and donor. He 
found that the best results accrue in cases where the homoplastic trans- 
plantation is performed and where both donor and recipient belong to 
the same group. <A series of changes occurs which is strictly analogous 
to that which takes place in blood transfusion. 


Uterine cysts. 


True neoplastic primary uterine cysts are uncommon, but Stanca 


records such a case. The patient was a woman of 38; she had been 


married 20 years. She complained of abdominal pain and_ swelling, 
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incnorrhagia, dysmenorrhcea, loss of appetite and  gastro-intestinal 
disturbance of one years duration. She was a wasted anaemic woman with 
a large firm abdominal swelling the size of a full time pregnancy. A 
diagnosis of ovarian or tuberculous cyst peritonitis was made, but at the 
operation the tumour was found to be a cyst containing five litres of clear 
fluid and arising from the fundus of the uterus close to the left tubal 
opening. 

Uterine cysts are usually classified as: (1) embryonic, i.e., arising 
from remnants of the Wolffian duct, or Gartner’s canal or Miiller’s canal, 
and (2) post-natal i.e. from the serosa, or from proliferation of lymphatic 
vessels or from uterine glands (=uterine adenomyomata) 

The author concludes that in this case the cyst originated in a specific 
cnudometritis which lead to a proliferation of the uterine glands. 


Carbon dioxide as an ecbolic. 

Carbon dioxide inhalation is a safe means of exciting and increasing 
the strength of labour pains. The earlier in pregnancy this method is 
employed, the more difficult it is to induce labour. No damage to mother 
or child was observed and the momentary initial asphyxia of the child 
had no ill consequences. 

The rise of blood pressure which inhalation of carbonic acid cause, 
renders it an unsuitable method of inducing labour in cases of cedema 
or allied conditions. 


Metastatic pneumococcal abscess. 

Lewin records a case of a nullipara of 41 years, who four weeks alte: 
a pneumococcal pneumonia died from an acute pneumococcal peritonitis 
resulting from the rupture of a pneumococcal abscess in a uterine fibroid. 
Infection in this case was probably haematogenous. 


A contribution to the casuistic of puerperal tetanus. 

A case of tetanus puerperalis is described by Hebold. 
Was a woman of 19 years who, five 
to the Wollenbiittel Stadtkrankenhaus had fallen from her bieyele and 
sprained her right foot. At the same time there was vaginal bleeding, 
which, since the menstrual period was a few days overdue was ascribed to 
this origin. Two days later the patient had pain and stiffness in the back 
and later developed trismus, neck rigidity and opisthotonous. There was 
a small crusted-over scratch on the right leg. In spite of tetanus antitoxin 
and sedatives the patient died ten hours after admission. At the autopsy 
definite placental tissue was found on the posterior wall of the 


The patient 
days previous to her admission 


enlarged 


uterus, and although no tetanus bacilli were grown from this area, 
which was injected with material from the placental site died in 24 hours 
with the usual manifestations of tetanus. 


a mouse 


The serological diagnosis of pregnancy with phospho-tungstic acid solution. 

In 1927, von Mertz described a new test, which he had devised for 
pregnancy, depending on the addition of phosphotungstic acid solution 
to the serum of the patient to be tested. According to v. Mertz and 
Sellheim’s investigations it was found to be a reliable test in four per 
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cent of cases. Rodecurt describes in this article his experience of this 
test in eight healthy non-pregnant women, in 50 healthy pregnant women, 
and in 22 gynecological cases comprising cases of parametritis, inflam- 
mation of the adnexa, sarcoma and carcinoma of the uterus and other 
conditions. 

In 70.51 per cent only did the test prove correct, and in two cases, one 
of an intact tubal gestation of two months, and one of an intra-uterine 
gestation of two months, where a correct result would have been useful, 
the test gave an incorrect interpretation. The author concludes that in 
its present form the test is much too uncertain to be of use. 


The serological diagnosis of pregnancy and sex of the foetus. 

Weigert employed the ‘‘Alkohol-Substratreaktion’’ as described by 
v. Luttge and vy. Mertz, as a method of diagnosis of pregnancy and of 
sex of the foetus. 

In a series of 360 cases the test gave a correct result in 85 per cent; 
and in 71 per cent of 73 cases the sex of the foetus was foretold correctly. 
This reaction is therefore of some significance, although an improvement 
of the method is necessary before it can be used as a reliable method in 
practice. 


Extra-amniotic twin pregnancy. 

Glaize first described this condition in which the amnion is ruptured 
so that the fcetus is from the time of rupture until birth encased only 
by the chorion, in 1899. In 1904 Meyer-Ruégg collected 12 such cases. 


Jonen described another case of this anomaly associated with twin preg- 
nancy. 


Intra-uterine extrasystole. 

Holtermann describes a case of a 33 year old II para, who showed no 
sign of spontaneous birth three weeks after the calculated date of term- 
ination of pregnancy. During these last three weeks the foetal heart showed 
extrasystoles following each 4th—6th beat. Ceeesarean section was per- 
formed successfully, but neither immediately after birth or in the 
succeeding weeks did the child have any extrasystoles, which the author 
therefore concludes were connected with the proiongation of the normal 
duration of pregnancy. 


A case of severe cohabitation trauma. 

Fischer reports such an occurrence in a woman of 26 who had been 
accustomed to sexual intercourse for several years. The posterior vaginal 
wall was torn, the mesentery of the small intestine prolapsed and there 
Was severe arterial heemorrhage. A good recovery was made after operation. 
The two factors held responsible in this case are: (1). The excessive 
flexion of the lower iimbs intra coitum and the atrophic condition of 
the vaginal wall resulting from a bilateral ovariectomy seven years 
previously. 


Intra-uterine injections and the foetal heart. 


Siedentopf believes that intra-uterine infections in the treatment of 
fuctal cardiac distress form an important advance in therapeutics. Such 
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treatment is suggested in cases where fcetal asphyxia is threatened but 
where immediate delivery is contra-indicated for maternal reasons. 
Atropine and amy] nitrite were the drugs employed in the investigation. 


Intravenous alcohol injections in puerperal pyrexia. 

Bar claims good results for intravenous alcohol injections in the 
ticatment of puerperal pyrexia. Injections are given every two days and 
consist of 60 cem. absolute alcohol diluted with 200 ccs. normal saline. 
No haemolytic manifestations were noticed. 


An obscure abdominal tumour. 

Samson reports a case of a nodular splenic tumour, which gave 
considerable difficulty in diagnosis. It measured 27 x 14 x 11 cms. and 
weighed 2.540 g. microscopically it was found to be a mixed celled sarcoma. 
There were no metastases and the patient, a woman aged 52, when seen 
nine months later was in good health. 


Primary puerperal sinus thrombosis. 

Primary puerperal sinus thrombosis is a sufficiently rare occurrence 
to warrant attention. Up to the present only eleven cases have been 
recorded. Lunz collected nine cases from the literature and recorded a 
further case of his own. Geipel in 1925 reported the eleventh case and 
Mondré records here still another. The patient was a woman of 37 who 
had had 10 normal pregnancies. On the ninth day of after the spon- 
taneous delivery of her eleventh child; the patient complained of severe 
headache. A few hours later she became unconscious and died. At the 
autopsy a primary thrombosis of the veins of Galen, straight sinus 
and left lateral sinus was found, but no primary focus of infection was 
discovered. The thrombus proved sterile on culture. 


Backache. 


Hense thinks that backache has no connection with disease of the 
genitalia. It is a muscular pain and is due to lumbago. The causes 
and characteristics of the disease are rheumatic in nature. 
A result of tubal insufflation. 

linzenmeier reported in 1928 a case of tubal gestation following 
immediately on insufflation of the Fallopian tubes, and it was there- 
fore assumed that it was a result of the proceedure. Miiller saw a 
patient in similar circumstances. Insufflation was proposed, but on 
inserting the speculum a small blood stained discharge was noticed, and 
the insufflation was accordingly abandoned. Nevertheless, six weeks 


later the patient was operated upon for a ruptured tubal gestation. For 


the first time during a peried of eleven years of sterility, the periods 
ceased after the insufflation. 


Had the insufflation been performed, it is 
almost certain that the ectopic gestation would have been laid to its 
charge. Great care must be exercised in interpreting results’? in such 
cases. 


Jean Smith. 
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Effect of carcinoma on the cardio-vascular system. 

The final result of most diseases is largely dependent on the effect on 
the cardio-vascular system. This is specially the case after operative 
interference, and all surgeons should be thoroughly acquainted with 
the condition of the cardio-vascular system of the patient before operation. 

Apart from the ordinary X-ray examinations, the various methods for 
determining the exact functioning of the myocardium and _ circulatory 
apparatus are rather too complicated for ordinary use. Author recom- 
mends the Kaufmann diuresis test, a simple and efficient method for 
testing the efficiency of the cardio-vascular system. The idea for this 
was given by Eppinger who found during the plethysmographic method, 
that physiological salt solution injected subcutaneously was more rapidly 
absorbed by patients with Graves’ disease than was the case with patients 
with myxcedema. Kaufmann modifying and simplifying Eppinger’s 
technique showed that patients in the earliest stage of cardio-vascular 
inefficiency manifest a certain limitation of the power of absorption which 
is the function of the subcutaneous tissues. From this simple test 
important deductions can be drawn regarding salt and water metabolism 
and the degree of activity both of the tissue cells and of the capillary 
endothelium. 
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By the Kaufmann test a state of pre- or latent cedema can be detected 
in patients who show no sign as yet of cardio-vascular inefficiency by the 
usual tests. It is a diuresis test, based on the fact that if the circulation 
in the lower limbs is aided by raising the legs, tissue metabolism is 
stimulated so that any fluid retained in the tissue spaces gets into the 
circulation and is excreted by the kidneys provided that renal disease is 
not present. No increase of diuresis is found in normally healthy patients 
but all those with even the slightest trace of ‘latent oedema” give a 
positive reaction to the test. 

The method is simple. The patient in bed in the horizontal position 
receives hourly from 7 to 11 a.m. 150 ce. of water and passes urine hourly 
each voided portion being measured and tested for specific gravity and 
the sodium chloride estimated by Volhard’s method. 

At 11 a.m, the patient is placed in ‘Quincke’s position,’’ and the 
legs are raised by placing blocks of wood under the foot of the bed. Urine 
is again passed hourly until 1 p.m. and tested as before. 

Normal patients and those with cardiac failure or advanced cardio- 
vascular inefficiency give a negative response. In renal patients the test 
is unreliable but is generally negative. But cardiac patients with slight 
degrees of fluid retention (latent cedema) always give a positive response. 

The Kaufmann diuresis test therefore may be regarded as a reliable 
method for examining cardio-vascular efficiency, since all patients giving 
a positive response to this test in the Quincke position show some 
inhibition of the normal power of reabsorbtion of the subcutaneous tissues. 
The test is much used in German clinics before operations. 

The efficiency of the cardio-vascular system is determined in the 
first instance by general factors, such as age, constitution, temperature, 
chronic conditions, debility ete. Schmidt looks upon age as most impor- 
tant. Besides these general influences there are certain special factors to 
consider. Certain diseases lead to early and extensive damage of the 
cardio-vascular system. Others, though locally important, may leave 
the heart and vessels practically untouched. Diseases connected with 
long continued high temperature, reabsorption of toxins, old inflam- 
matory or purulent conditions, lead to severe damage of the cardio- 
vascular system. 

In the investigations made by the aid of the Kaufmann test at Leipzig 
the cases were divided into four groups : 

1. Cases which, a priori, should not lead to heavy involvement of the 
cardio-vascular system, stich as dysmennorrheea, sterility, descensus 
uteri et vaginee, prolapse, etc. In the latter it is possible that cyst 
formation may bring about some disturbance. Of 42 cases, i.e., 23.8 per 
cent, ten gave a positive or pathological result. 

2. This group was composed of patients with diseases which influence 
the cardio-vascular system. Inflammatory conditions such as parametritis 
and adnexitis, cases with long continued haemorrhage caused by ovarian 
or clymacteric conditions, abortions, tubal gravidity, ete. In a total of 
84, 27, OF 32.2 per cent gave a positive response to the Kaufmann test. 
Age had no perceptible influence on this group. 

3. The third group comprised 17 cases of myomata. Here the results 
were surprising. In a total of 17, ten i.e. 58 per cent gave a positive or 
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pathological result and only seven were negative. Age does not count as a 
factor in this group as only two were over 50. 

4. Group four were all carcinoma cases and only eight or 22.2 per 
cent gave a positive result. This result is striking as compared with 
that got with the myomata, and the favourable result in carcinoma is more 
remarkable as here 13 women were over 50. We may, therefore, conclude 
that in comparison with other gynecological diseases, especially myomata, 
carcinoma (with the exception of advanced cases with cachexia and 
marasmus, all of which were excluded in this examination) is less 
damaging to the cardio-vascular system. The Kaufmann test is of 
undoubted value in gynzecology, both for prognosis, and as an aid in 
determining whether operation or other treatment should be resorted to. 
We must be prepared on the one hand, on operating on myomata for 
sudden cardio-vascular failure, whereas in carcinoma, we can look forward 
with some certainty to good results 


Results of hot air treatment on gonococcal disease of the cervix. 

After treating 32 cases of sub-acute gonorrhea of the cervix by hot air, 
as originated by Winz, and using the technique recommended by Krzon- 
halle and Fieser, the author strongly condemns this treatment as not 
only inefficient but harmful. In spite of all care (the patients being in 
bed and under the best conditions), this treatment caused the spread of the 
disease to the adnexa, leading to para-metritis with effusion. In no case 
was the course of the disease shortened. The results are not surprising. 
Epithermy can never eradicate infection by destroying or lowering the 
vitality of the organisms. Nor can it heat the tissues below the surface 
to more than a very slight depth, penetration being limited by the blood 
which conveys heat away from the parts in which heat is circulated. 

Diathermy on the other hand is a high frequency current, which 
generates heat along its own path, so that not only the deeper parts but 
the blood itself is heated. Its effect on infection is marked as it destroys 
or lowers the vitality of organisms and increases the resistance of the 
tisues to infection. Thus its action is a direct lethal one on the organisms 
and an indirect one on the tissues, increasing their power of elimination. 


Serious complications from fixation of uterus. 

Serious obstetrical complications caused by adhesions of the uterus 
to the anterior abdominal wall are rare nowadays. In cases in which they 
are likely to occur, sterilization is often resorted to to avoid future risks. 
ut spontaneous adhesion of the uterus to its surroundings may lead 
to complications of a serious nature, though these cases are also rare as 
the inflammatory changes generally lead to occlusion of the fimbrice or 
to inflammatory changes in the Fallopian tubes. The author describes 
a case of a primigravida aged 24, sent to the Leipzig Frauenklinik with 
premature rupture of the membranes and a long history of cystitis and 
in the previous year an abortion, after which she was curetted. Otherwise 
the pregnancy had been normal in every respect except that no movements 
had been felt for a week. It was a breach presentation, the membranes 
had ruptured 10 days before, no cardiac sounds could be heard. Examin- 
ation under an anzesthetic showed that the os was at the level of The 
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third lumber vertebra. It was patent for three fingers and the head 
with sutures and fontanelles was palpable. The anterior wall of the 
uterus was firmly adherent to the vertebral column, and was immoveable 
even under deep anesthesia. Laparotomy was the only possible means 
of delivery, and in spite of unfavourable conditions (a temperature of 
1co” and a pulse of 120) this was done. From the point of origin of the 
broad ligament to the anterior lip of the os, the uterus was adherent to 
the peritoneum and the lower segment of the anterior abdominal wall and 
bladder, and the vagina was drawn out. The broad ligaments were only 
four centimetres in length and the adnexa were at the level of the iliac 
crests. The uterus was removed without interfering with the ovaries, and 
the patient made an excellent recovery. 

The etiology of these complications is obscure as there was no 
history of any abdominal interference except the emptying of the uterus 
after one abortion; but for a cystitis of ten years before, the patient had 
always enjoyed good health. The author points out that three factors 
may be considered in the pathology of these adhesions: 1. the infection 
of the uterine wall during abortion; 2. a severe form of local peritonitis 
alter cystitis; 3. pathological changes in the placenta leading to a sub- 
acute and non-bacterial form of peritonitis. 

All these were excluded by microscopic examination of the uterine wall 
in the region of the placental insertion. The placenta was more than 
twice the usual size, with much necrosis and calcification and the decidua 
Was not present in several parts, but there was no invasion of the uterine 
wall by placental villi. Therefore placental disease could be excluded. 
It is improbable that cystitis could cause so severe a reaction giving rise 
to adhesions of such magnitude. The author, therefore, ascribes the 
condition to a secondary peritonitis, caused by the emptying of the uterus 
after abortion. 


Some reflections on the cause of eclampsia. 


Ellerbroek regards absorption of toxic products from the alimentary 
canal as the chief factor in eclampsia. Working for a series of years at 
Celle, where the population consists of cattle farmers, and where the 
consumption of meat and fat is very high, he gives his percentage of 
cclampsia cases as seven to twelve per cent in a yearly total of 600 to 
700 births. Mortality there, however, was not high. Later, as Director 
of the Osnabriik Training School for Midwives, he dealt with a population 
of cattle farmers from Westphalia and to East Friesland. Throughout this 
district the consumption of meat and fat is enormous, and in two years, 
with a total of 700 births, he had 1o to 15 per cent of eclampsia cases, 
nearly all of a serious nature. There were many recurrent cases and the 
mortality was very high. 

Zweifel, Heynemann and Schickele have also pointed out the strong 
connection of eclampsia with the results of protein putrefaction. During 
the war when the consumption of proteins was limited there was an 
extraordinary decline of eclampsia in Germany. 

Becker from Volhard Klinik has recently shown the great part played 
by the toxins from the alimentary canal in most cases of renal disease 
and arterial sclerosis, and Juregg agrees and says that the anatomical 
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changes that take place in the liver, the great detoxicating agent, are 
due to the same cause. 

The author considers that the present teachings and text-books on 
eclampsia are not definite enough on this point, and suggests that more 
investigation should be done on the effect of toxins on the functions of 
placenta villi. Pathological changes in these tissues are very great, and 
all the phenomena of eclampsia which begin with the cedema of pregnancy, 
hypertonia, disturbance in the renal function, and culminate in coma 
and convulsions, are chiefly due to protein intoxication. Prophylaxis 
is everything, and in the latter months of pregnancy, proteins and fat 
should be strictly limited in the diet, and there should be a definite 
detoxicating treatment of the intestines, by bowel washouts, and intestinal 
disinfectants. Midwives should be taught more carefully that the cedema 
of pregnancy and albuminuria are the first important signs of a deep 
seated pathological change, culminating in disaster unless dealt with at 
once, 


The toxic effect of irradiated milk and other substances. 


Much has already drawn attention to the fact that milk exposed to 
ultra-violet light with free air entry, develops a nauseous taste, making 
it unsuitable for food, and that in the presence of oxygen, food-stuffs 
become rancid. This decomposition is related to the blue and ultra-violet 
portions of the spectrum. His investigations on the effect of ultra-violet 
radiation on accessory food-stuffs lead the author to experiment further. 
He found that mice fed on cakes made with irradiated butter exposed to 
the air for 20 minutes, died suddenly after seven to nine days. No 
pathological change could be found. Spink confirmed these findings and 
believes that ultra-violet light causes some change in the chemical com- 
position of butter. In 1927 both authors showed the toxic effect of 
irradiated milk on the heart and kidneys of experimental animals, and 
demonstrated this by microphotographs at the Congress of International 
Medicine and Pediatrics at Berlin and Pesth. These animals were fed on 
raw irradiated cows’ milk, with and without air entry. Also on a dry 
full milk preparation with a daily dose of an irradiated yolk preparation. 
They also received irradiated plasmon and a daily dose of two drops of a 
one per cent vigantol solution in oil. The post mortem examination of 
all these animals showed the following pathological changes :— 

Spleen. The endothelium of the trabeculee was swollen, proliferated 
and degenerate, with deposits of iron, pigment and red corpuscles, and 
evidence of blood destruction. 

Kidney. Kidneys showed the complete picture of toxic nephritis with 
degeneration of the epithelium and tubules especially the convoluted. 
Hyaline casts were present in th urine. 

Liver. Calcium deposits were found in the cells. The heart showed 
fatty degeneration in the muscle fibres with a tendency to calcium deposit. 

The authors discuss the interpretation of these phenomena and cannot 
accept the theory of Menstiel that these are the expression of a hyper- 
vitaminosis, but regard the pathological changes as due to the effect of 
some substances formed under the influence of ultra-violet light, which 
when present even in the smallest quantities poison the blood and the 
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kidneys. Further evidence on this point collected by them is shortly 
forthcoming. This may explain why the severe anawmia of rickets is 
not cured by light although it does cure the abnormal bone conditions. 

In opposition to the general opinion of to-day, the authors consider 
that ultra-violet light does not cause formation of an anti-rachitic vitamin, 
but gives rise to a toxic substance leading to calcium deposit in the 
ricketty bones. They find no evidence supporting the theory of a hyper- 
\itaminosis. On the contrary, they have never seen bad effects from large 
and long continued doses of B. and C. vitamins in young infants. On 
the other hand we have the established fact that ultra-violet light furthers 
the deposit of calcium in the bones, but no definite evidence that it can 
cure the anemia of rickets, or that immunity is raised in any way, and 
the latest research in Germany and America has produced some arguments 
against using as an indicator the effect of ultra-violet light in raising the 
phosphorus content of the blood in estimating its effect on rickets. 

The authors maintain that at present the only proof of specific affect 
of ultra-violet light on ricketty children is the X-ray evidence, and regard 
this as purely symptomatic, as it can be demonstrated also in the bones 
of healthy animals on ordinary diet. As an evidence for their hypothesis 
they regard the fact that in feeding animals on vigantol and other 
irradiated food stuffs, they found that calcium was not only deposited 
in the bone but in the internal organs, i.e. heart and kidney, and they 
produce evidence of blood destruction in the spleen also show that the 
toxic effect of irradiated food stuffs is greater in animals kept on a vitamin- 
poor diet, and is most marked in weak and @ebiliated animals. Death 
resulted in several of these after five to ten days feeding with irradiated 
milk, and all showed microscopic evidence of pathologica) change in the 
heart, kidney and spleen. These investigations show that the vitamin con- 
tent of milk is destroyed in direct porportion to the quantity of oxygen, and 
to the time and intensity of the irradiation. The authors consider that 
the case for the successful treatment of rickets by ultra-violet light and 
vigantol is not yet proved, and that much investigation is still necessary, 
and they issue strong warning against Municipal and Public Health 
experiments on a large scale on the prophylactic treatment of rickets by 
irradiated food stuffs. 


On the thermal treatment of some gynaecological conditions by a new ‘‘Gynotherm.”’ 


Heat has ever been a prominent factor in gynecological therapy. The 
ideal method of applying high degrees of heat to deap seated organs is 
diathermy, but the apparatus is very expensive and needs much technical 
skill and experience and close medical supervision, and as a_ heating 
agent has obvious dangers which must be understood. 

To apply heat to the pelvic organs through the abdominal wall is 
hardly practicable by other means, for the well developed layer of 
abdominal subcutaneous fat acts as a bad conductor, so that heat given 
that way cannot reach the adnexa. To apply heat per vaginam is more 
promising because it gets nearer to the seat of pain and disease and 
because here the insulating fat layer is absent. But the application must 
be of sufficient strength and continued for some time. Douching hardly 
fulfils these conditions for even if ten litres of water be run through 
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the vagina, the time is too short to heat the pelvic organs adequately. 
Douching also necessitates some nursing staff. 

The electrically heated pelvitherm of Flatau is an easier method, but 
this again is not without danger of damage to the vagina and mucous 
inembrane. 

At the Leipzig Frauenklinik a simple apparatus—Sarrason’s Gyno- 
therm—is used with success. It consists of an indiarubber bag filled at 
the upper end with hot water, and connected at the other end by 
a rubber tube to a collapsed vaginal bag of rubber round a_ harder 
tubber tube, and tightly closed by a clamp. The empty vaginal 
bag is emptied of air and the outer bag filled with water of 45 to 50°C. 
The empty vaginal bag is now introduced into the vagina and the 
clamp opened and the bag filled by pressure with the two hands on 
the outer bag. The clamp is closed and the outer bag is filled 
again and placed low down on the abdomen. The temperature of the 
water decreases slowly, but remains hot over half an hour, and it can 
be renewed and the bag refilled without removal of the internal bag. It 
has been used with much success for the following conditions :—1. inflam- 
matory conditions of the adnexa and sacro-uterine ligaments, and in 
para-metritis. 2. In post-operative adhesions with exudate. 3. It is 
excellent in spastic conditions of the bladder and cystitis where it soothes 
and stops the pain, It is simple and cheap. 


Puerperal sepsis. 

Schottmiiller .:pays a warm tribute to Semmelweiss, «a man like Lister 
in advance of his age and jeered at in his day because he upheld the view 
that puerperal sepsis was caused by ‘‘a poison of animal or organic 
nature.”” He revolutionized obstetric teaching by the introduction of a 
thoroughly efficient disinfection, and succeeded in reducing the mortality 
in German lying-in Hospitals from 20 to 30 per cent down to one per cent. 

Thirty years of intense work and clinical observation have convinced 
Schottmiiller that bactereemia and sepsis are two entirely different con- 
ditions. Bactereemia, or the growth of organisms in the blood stream, is 
the certain result of any operative interference or incision of infected 
tissues, after which pathological organisms can always be found in the 
blood stream. Sepsis is a different pathologico-anatomical process. In 
every case of sepsis there is a definite focus of infection, some inflam- 
matory process, from which either constantly or at intervals, germs get 
into the blood stream in such quantity that the result is a severe 
intoxication of the system, a blood poisoning. Symptoms of such an 
infection are caused by toxins liberated by the bacteria in the organs 
when they are no longer present in the blood stream. This takes place 
three to five hours after invasion, and is shown by rigor and rise of 
temperature. In a general puerperal sepsis such foci of infection are : 
(1). The infected gravid or puerperal uterus ; (2). Lymphangitis parametrica ; 
(3). Endometrium thrombophlebitis parametrica; (4). Endocarditis. 

The clinical picture of puerperal sepsis has several types, each of a 
definite and characteristic kind, the treatment of which must depend 


on the type. Puerperal fever then can hardly be said to exist as an 
entity, except in the lay mind. 
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Two factors are responsible for the clinical picture and also for the 
outcome of any sepsis of this kind. These are: (1). The localization of the 
fecus of infection, and (2) The kind of infecting organism; and both 
these must be ascertained in every case of puerperal fever by careful 
bi-manual examination of the pelvic organs, and by culture of the blood 
and the secretion from the cervix. 

The streptococcus pyogenes hemolyticus is one of the most dangerous 
causes of puerperal sepsis, though not the most common. Schottmiiller 
considers the anzrobic streptococcus putrificus to be the most frequent 
causes of puerperal sepsis. 

It is rare to find the pneumococcus, and this is generally a secondary 
localization in the endocardium, because in the vagina this germ has 
unfavourable growth conditions and cannot get into the lymphatics. It 
has a predilection for the valves of the heart. Mixed infections occur 
very largely and are responsible for 20 per cent of cases. He points out 
that invasion of the endometrium i.e. endometritis is not always accom- 
panied by fever. Fever comes after pains and contraction of the uterus, 
which cause the bacteria to be pressed out into the lumen of the veins. 
The clinical signs of this invasion of the blood stream are rigor and rise 
of temperature. The infection is rarely limited to the endometrium. 
-athological organisms gain access to the tissues by two paths :(1). The 
veins; (2). The lymphatics, and the clinical picture and prognosis in 
both cases is different. In a case of puerperal ulceration by hemolytic 
streptococci, the infection is first local, but soon spreads to the neighbour- 
ing tissues by the vessels of the parametrium, and a parametritis 
lymphatica ensues. The cause of this is always streptococcus pyogenes 
hemolyticus, the only other organism found in the lymphatic spaces 
being Fraenkel’s coccus. The author gives an intimate and excellent 
description of a typical streptococcal parametritis lymphatica, the prognosis 
of which is relatively favourable, 50 per cent recovering. 

Very frequently, however, infection from a local puerperal wlcer is 
conveyed by the para-uterine veins, either the vena hypogastrica or 
ovarica, or by both. In a few days it may reach the vena cava and 
femoral veins. He distinguishes very minutely between sub-acute and 
chronic forms of thrombo-phlebitis. The staphylococcus aureus and the 
streptococcus hzematogenus give a clinical picture of a foudroyant nature. 
The sub-acute and chronic types are usually caused by the anzerobic 
streptococcus putrificus. He gives a masterly description of the sympto- 
mology and course of these cases of sepsis with their chief complications 
endocarditis and peritonitis. 

As regards therapy, the author believes in constant drop enemas ot 
ten per cent glucose. He also uses blood transfusions largely, and had 
good results from constant intravenous drop infusions of adrenalin, which 
he prefers to the undiluted method given by intravenous or intramuscular 
injections. He has little faith in modern antiseptics, and has never seen 
any good result from specific or nonspecific vaccine therapy. 


The intra- 
venous method he considers absolutely dangerous. 


Immune serum therapy 
can only be of use in the initial stages, before pathologico-anatomical 
changes have taken place. As regards operative interference, he considers 
curettage the only legitimate mode of procedure in clearing out the 
uterus, as this avoids any risk of infection from the vagina, His clinic 
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shows a mortality of only 0.03 per cent in 3,200 abortions treated by 
curettage. This good result he attributes to the fact that no interference 
is allowed until the spontaneous dilatation of the cervical canal has taken 
place. Puerperal tetanus and gangrenous conditions of the uterus are 
the only indications for total extirpation. Prophylaxis in his opinion 
is the only way to prevent puerperal sepsis. 


On spontaneous rupture in the scar tissue after cervical intraperitoneal Caesarean 
section. 

The author is of opinion that although the immediate risks attending 
Cecsarean section are no greater than those attending any simple laparo- 
tomy, and that although the remoter risks have been lessened by cervical 
incision, especially as regarding the danger of rupture of the uterus, yet 
even with cervical incision Caesarean section is not free from the danger 
of rupture in future confinements. In fact, he considers every patient 
undergoing Czesarean section as a potential candidate for rupture. His 
view is confirmed by Vogt and Willkomm, who have recently reported 
six cases of rupture of the cervical scar, thus bringing the total number 
of spontaneous ruptures up to 16. He gives a series of cases treated at 
Wiirzburg showing that though the risk of the scar coinciding with the 
insertion of the placenta is no doubt minimised by cervical incision, still 
such coincidencee does occur, and forms a serious complication. He 
advises greater reserve in the gyneecologist’s attitude towards Ceesarean 
section, and a return to the more conservative methods. 


Diagnosis of leucoplakia. 


The macroscopic diagnosis of leucoplakia of the portio is possible 
has been proved by von Franqué, who reported seven cases diagnosed 
by ordinary speculum examination. The author, however, is strongly 
of cpinion that a macroscopic examination alone is quite unreliable, that 
a definite diagnosis can only be made by colposcopy, and that this is of 
extreme importance on account of the intimate relation of leucoplakia to 
carcinoma. 


A fatal enema. 


The author reports an instructive case from the Obstetric Institute of 
St. Petersburg of a woman admitted for her seventh confinement after four 
eclamptic seizures. A long and difficult labour was ultimately ended by 
operative procedure, and the post-partum hemorrhage which ensued was 
dealt with by tampons. Catheterization of the bladder had to be resorted 
to, and as the increasing abdominal distention had become a danger to 
the heart a turpentine enema was given, and an enormous stool was passed 
with great relief to the patient. Very shortly afterwards, however, 
tachycardia with marked arrhythemia came on, and in spite of vigorous 
treatment the patient died. The author considers that the cause of death 
Was anemia cerebri, caused from general disturbance of the circulation 
produced by the emptying of the colon. 


Treatment of climacteric disturbances. 
Climacteric disturbances in the author’s opinion are comparatively 


rare in the robust type of -women between 4o and 50. ‘The sensitive 
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and esthetic type of patient on the other hand suffers from a symptom 
complex which may vary with the individual but which depends on the 
common cause of disturbance in the harmonious balance of the endocrine 
glands and on the consequent absence of the inhibitory action of ovarian 
secretion with a consequent preponderance of hypertonus of the sym- 
pathetic. This causes the symptoms of excessive sweating, flushes, blood 
to head, tachycardia, pararthesia, and pains in the extremities. In other 
cases the symptoms may be referred to increased vagal tonus, such as 
spasmodic pains, insomnia, headache, psychical depression and excita 
bility. In former years these cases were dealt with by physio-therapy, 
change of scene, occasional judicious bleeding, sedatives and analgzesics. 
Then came ovarian therapy. The more modern treatment, however, is 
a combination of various endocrine extracts with certain drugs. The 
most important of these modern compositions are Klimasan, Klymacton, 
and Trausammon, all of which rely greatly on their calcium content for 
a calming effect in nervous excitability and for suppressing spasmophilia. 
The author considers that in many respects Proklimon (Ciba) is the best 
of all. Each tablet consists of ovarian hormone 0.02 grammes in com- 
bination with lipoids, peristaltin 0.015 grammes, dimethyl-amino-phenyl- 
pyrazalon one gramme and nitro-glycerine 0.0002 grammes with caffeine- 
sodium-salicylate 0.05 grammes. The first of these acts as a substitute 
for ovarian secretion, the second increases intestinal peristalsis, consti- 
pation being a general symptom. The third is a sedative, and the fourth 
rand fifth act as vasa dilators and blood pressure regulators. The 
combination is excellent, and the drug has acted efficiently on a series 
of pre-climacteric and climacteric cases. It has also been given with 
good results in a series of cases of younger women with -artificial 
menopause. The dosage is from two to three tablets thrice daily. Great 
improvement in general health and cessation of symptoms was the result 
in all but a very small percentage who failed to respond to the drug, 
which is also efficient in cases of menorrhea from shock etc. with marked 
exhaustion and depression. Here it led to complete restoration of the 
menses and general health. 


Treatment of decubital ulcers of portio and vagina. 

Thiosept, a product of the bituminous slate stone of the Tyrol, has a 
therapeutic value which has been known for centuries. The oil is 
obtained by dry distillation and resembles Ichthyol in colour, tar content, 
and its disagreeable quality of soiling linen. The latter drawbacks have 
been overcome, and now it is a pure light brown oil, with a slight 
pungent but not disagreeable odour. It is water soluble, and can be used 
in the form of oil, soap, ointment, solution, and in globules and tampons. 
Its chief use is in treatment of decubital ulcers in total prolapse. These 
usually tedious cases heal rapidly under its influence. The author also 
recommends it for the treatment of erosion, colpitis and vulvar eczema. 


Narcyl (ethylnarcineum hydrochloride) for labour pains. 

The authors report excellent results in the treatinent of scvere labour 
pains by Narcyl. It relieves the patgs, but does not unduly lengthen 
labour. It has no bad results on the heart or respiration, and has never 
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led to haemorrhage or any complication during the puerperium. The 
infants were aii vigorous and cried lustily and spontaneously in spite 
(in four cases) of a slight temporary cyanosis. 


Treatment of puerperal sepsis. 

Commenting on Schottiniiller’s papers on this topic, the author criti- 
cizes modern methods for the treatment of sepsis, and is of opinion that 
all this therapy is practically useless, and that only the organism itseil 
can effectually deal with a septic infection, provided that absolute rest 
(physical, psychical, and rest for the damaged organ) is ensured. in 
general surgery this can be done by splints and fixation bandages. In 
ophthalmology (iritis etc.) the surgeon puts the internal occular muscles 
to rest by atropine, while the clinician never hesitates under certain 
conditions, to resort to a timely pneumothorax to give rest to the damaged 
lung. In the same way, the gynecologist in a case of puerperal sepsis 
should ensure rest to the infected uterus and its appendages by means 
of atropine pastilles, or swabs soaked in atropine solution or introduced 
into the vagina. The atropine can also be given sub-cutaneously and 
orally. The pupils are a certain guide regarding dosage for any toxic 
effect. In his hands it has given excellent results, and greatly reduced 
maternal mortality. 


Vigantol as a tonic and roborant in gynecology. 

Vigantol is a pure Vitamin D. activated from ergosterol by ultra-violet 
irradiation, and has long been known in the treatment of rickets. In the 
Linz Frauenklinik it is used very successfully for the treatment ot 
secondary aneemias and exhaustion. It is prepared in tablets, dragees 
and in one per cent solution in olive oil, 10 milligrammes to 1 cc. has been 
used in all three forms in a series of 800 cases, both in out-patients, with 
marked anorrhexia, wasting, and mal-nutrition. All of these increased in 
weight at the rate of four to six pounds in two weeks; all regained their 
appetite even for fatty foods, for which they had shown marked aversion, 
and all improved rapidly in health and spirits. A second series of under- 
nourished women suffering from various forms of genito-urinary distress 
increased in weight and well being, one case put on ten pounds in 28 days. 
They also had good results in four women suffering from the effects of 
extra-urine gravidity, while even in three cases of cachexia in carcinoma, 
it was possibie to excite the appetite and improve the condition, and one 
of these with marked exhaustion and anzemia was brought up to operation 
form by Vigantol. It has no effect in hyperemesis gravidarum as regards 
preventing the vomiting, but even here appetite improved and recovery 
was more rapid. In pregnancy it seems to have a specific effect, not only 
on the general health but on the organs that usually suffer most, viz. 
organs of digestion, heart, bones. Authors state that it is not easy to 
draw conclusions as to its effect on the foetus, but they consider that it 
must be beneficial there from its markedly tonic effect on the mothers. 
On the surgical side of the same hospital, vigantol is largely used in the 
treatment of fractures, as it stimulates callus formation and union. There 
were no bad results. Most of the cases showed a slight increase of diuresis. 
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The League of Nations and deep X-ray and radium therapy. 

The author was a member of the recent commission and gives a most 
interesting resumé of the first Conference on June 18th and i1gth in 
Geneva, of the ensuing Conference in London July 16th to 2oth, which 
was followed by a journey, the object of which was to study the arrange- 
ments and methods of the work at the Radium Institute of Paris and 
Munich and at Radiumhemmet in Stockholm. He gives interesting 
and instructive details regarding the methods, dosage and results oc. 
Radium and X-rays in the treatment of malignant new growths, both 
at the Radium Institute of Paris and Stockholm. Both these are weil 
managed institutions. The latter under the able direction of Professo1 


Goesta Foersell, can dispose of 2.5 g 


rrammes of radium (2,500 milligrammes) 
which amount is shortly to be increased to six grammes (6,000 milli- 


grammes). The methods of technique of the Swedish Institute differ 
radically from those of Paris and Munich, but the statistics show excellent 
results by all these methods, results which can only be achieved by having 
adequate supplies, adequate space, and by the most perfect team-work 
between specially trained and experienced physicists and clinicians. All 
this work shows how wrong it is to speak of the failure of radiation 
treatment in carcinoma. 


Post-partum hemorrhage. 

The author laments the want of exact statistics on post-partum haemorr- 
hage, and is himself inclined to give the number as about one in 300 
cases; resulting from retention of placental remains. A few statistics 
are to hand from the most important obstetric centres. Thus we have 
Munich with its enormous material only showing an occurrence of 29 
cases in ten years, Marburg has nine cases in 3,605 births, and Vienna 
only eight cases in 8,087 births. The author divides up the cases of 
post-partum haemorrhage into the following groups :— 

(a) Heemorrhage from physiological wound: 1. From sub-involution 
of the uterus. The treatment of this class is entirely conservative; rest, 
ice bags, gentle pressure on uterus, sedatives, etc.; (2). Inversion of the 
uterus which may have been overlooked during delivery, but may occur 
spontaneously during the puerperium. The treatment for this is re- 
inversion. If impossible a hystero-colpotomy is necessary. (3). Retention 
of portions of the placenta, the commonest cause. ‘These may be not 
only on the surface, but as Fromme has pointed out in the wall of the 
uterus. They cause sub-involution, with continued bleeding, which may 
lead to death. Polypi, both of the true variety and the fibrous and sub- 
mucous varieties are thoroughly discussed, also their treatment. (4). 
Hemorrhage from puerperal infection, such as endometritis or othe 
inflammatory disease of the genital organs. 

(b) (1). Heemorrhage from obstetric wounds, tears, etc. These are 
comparatively rare, but Peterson and Siegwart have reported a series. 
Cervical tears are much more common. Most dangerous of all is the un- 
recognized rupture of the uterus, such cases may lead to haemorrhage after 
the 20th day. Operative treatment is indicated in the former case and 
total extirpation of uterus in the latter. 


Justina Wilson. 





Review of Current Literature 


Annali di Ostetricia e Ginecologia. 
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*The symptom of Miick in the prodromal period of violent eclampsia. 
(Its relations to gravid thyroid dys-function). G. Grossi. 

*Criminal abortion. (An experimental clinical study on apiol intoxication). 
F. D’Aprile. 

Tar cancer and pregnancy in the white mouse. L. Lazzarini. 

Kahu’s albumen reaction for the early diagnosis of cancer. N. Candela. 


November 1928. 

The etiology and symptoms of spontaneous rupture of the uterus. F. 
Vozza. 

*The surgical treatment of uterine retro-version with special reference to 
endo-abdominal shortening of the round ligaments, and the results of 
this operation (Alfieri’s method). A. Rallo. 

*Ovarian transplantation in the uterine cavity (Experimental research), 
M. Mairano and F. Placeo. 

The biologic reaction of pregnaney (Aschheim and Zondek). 1. Odescaichi. 

A pre-peritoneal tumour simultating an ovarian cyst. 

Cattaneo records a case of pre-peritoneal tumour of interest because of 
its rarity and its histological structure and also because of points which 
would differentiate it from ovarian tumour. 

The patient, aet 54, vii-para had had six normal pregnancies, the 
seventh had euded in abortion ten years before admission to hospital. 
There was a history of menorrhagia for over twenty years, but her general 
health had only recently been affected through pressure from an abdominal 
tumour. 

Alter examination and curetting, a diagnosis was made of ovarian cyst 
with endometritis, metritis and fibromatous nodules on the posterior 
uterine wall. In operating a thin membrane above the tumour was at 
first taken to be peritoneum. On exploring it turned out to be transversalis 
fascia loosely adherent to a smooth cystic tumour. Because of its weight 
aud smoothness the tumour freed from adhesion enucleated itself, slipping 
from the operator’s hands. A hollow space was left extending down behind 
the pubis and there appeared the unwounded peritoneum on which the 
tumour had lain. 

Sub-total bi-lateral hystero-adnexectomy was performed because of the 
inetritis and nodules on the uterus. 

Histological examination of the tumour showed it to be a cystic fibro- 
sarcoma with extensive zones of necrosis and degeneration. 

Cattaneo thinks two points might have led him to a correct differential 
diagnosis :—(a) the uterine body was situated behind the inferior pole 
of the tumour and (b) the bladder was lower than normal. 

The tumour was surrounded by a true capsule, connected with the 
neighbouring tissues only by its blood-vessels. Hence its sudden slip when 
these were cut. 

As regards prognosis, he points out that though fibro-sarcoma may 
resemble sarcoma histologically, it fortunately has not its clinical symptoms. 
The probability of recurrence is slight. 





218 Journal of Obstetrics and Gynecology 


The symptom of Miick in the pro-dromal period of violent eclampsia (Its relations to 
gravid thyroid dys-function). 

The author describes the appearance of the lower nasal mucous membrane 
after insufflation of adrenalin and touching with a sound. The form and 
duration of certain scars on an ischzemic background, produced by this 
means, in patients suffering from epilepsy, hemi-crania, syphilis etc. is 
known as the symptom of Miick. 

Miick investigated the re-action in various periods of pregnancy and in 
abnormal complications such as eclampsia. 

Grossi confirms Miick’s results by a series of investigations on normal 
and abnormai pregnant women and on non-pregnant patients. He finds 
that the symptom is always negative in non-pregnant women. It is 
present in a large percentage of cases during the different epochs of 
pregnancy. In eclampsia it is always strongly positive and in the pre- 
eclamptic stage it is so in the majority of cases. Grossi therefore considers 
that Miick’s test is a reliable aid for studying the condition of the central 
nervous system and the vasomotor reflexes. It will indicate whether there 
is a likelihood of eclamptic attacks and the expediency of adopting pre- 
ventative treatment. 


Criminal abortion (An experimental clinical study on apiol intoxication). 

I)’ Aprile describes his clinical and experimental experience in connection 
with the drug apiol, to show how uniformly disastrous its effects are. 

In eight cases clinically treated after abortion produced by apiol capsules, 
two patients died. The others made a slow and difficult recovery. Post- 
mortem examination of the two fatal cases showed in both acute hzemor- 
rhagic nephritis. In one case there was necrosis of the pharynx. In the 
other purulent peritonitis and a splenic tumour. 

To study how the drug affects the ovulo-uterine symptoms, he made 
experiments on six gravid guinea-pigs. He was content with only a few 
experiments since the constancy and serious character of the results made 
further experiment unjustifiable. 

In all cases, haemorrhagic lesions were found in every system. Whether 
the foeti were expelled before death or not, there was extensive haemorrhage 
from the uterine walls. In two cases the young animals were found in 
their membranes which were filled with blood from the placenta. Placental 
apoplexy evidently precedes expulsion. 

D’Aprile points out the cumulative nature of the drug. In one patient 
who had taken it in repeated small doses, it could be detected in the urine 
twelve days after the last dose had been taken. 


The surgical treatment of uterine retro-version with special reference to endo: 
abdominal shortening of the round ligaments, and the results of this operation 
(Alfieri's method). 

Rallo describes various methods of curing retroversion by shortening 
the round ligaments. He prefers Alfieri’s method for many reasons and 
has adopted it with good. results in 128 cases. 

1. The technique of the operation presents no difficulty. In 4o cases the 
operation was successfully carried out by his assistants. 

2. Thanks to the intra-peritoneal treatment it was often possible to 
cure co-existing lesions which might subsequently have required inter- 
vention by laparotomy. 
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3. Cases of old endometritis formerly rebellious to treatment have been 
cured by associating curetting with Alfieri’s method. 

4. In almost every case this operation has been followed by disappear- 
ance of pain, regularization of menstrual flow, and cessation of leucorrhcea. 

5. In no case has it prevented menstrual recurrence, pregnancy, or 
parturition. In several cases preguancy has occurred after it in previously 
sterile women. 

6. Out of the author’s 128 cases there has been only one instance of 
retroversion recurring after pregnancy. 

He therefore considers that Alfieri’s operation should be the method of 
choice for retroversion because of its immediate and lasting results. 


Ovarian transplantation in the uterine cavity (Experimental research). 

The authors give their experience regarding the auto-transplantation 
of the pedunculated ovary into the cavity of the uterus. They investigated 
results of this grafting in 4o guinea-pigs newly pregnant. The ovary was 
transplanted attached to its pedicle which was not strangulated but its 
circulation continued. It was found that :— 

1. Auto-transplantation of the ovary into the gravid uterus is well 
tolerated and adherence occurs as in normal conditions. 

2. The ovary preserves its. histological structure and its function for a 
sufficiently long time—This ends about the sixth month after a slow 
process of connective tissue degeneration. 

3. After three months or so, there begins in the uterus, corresponding 
to the graft, modification by which the engrafted gland is slowly pushed 
out of the cavity. 

4. In the period preceding the extrusion of the ovary, which may be 
estimated at nearly three months, ovulation certainly happens in the 
uterine cavity. In this period, however, it is not possible to observe 
pregnancy. 

5. Symptoms of ovarian insufficiency were never observed in any of 
the animals. 

J. H. Filshill. 


Revista Italiana de Ginecologia 


October 1928. 
*The connective tissue of the pregnant and puerperal uterus. Puccioni. 
*The site of the human placenta. Orsini. 
Venous pressure in pregnancy. Superbi. 
*Calcium in uterine contraction and inertia. Abruzzese. 
*The diathermic treatment of hypo-galactia. Peusa. 
Adenoma of the uterine body. Puccioni. 
Blocking of the reticulo-endothelial system and ovarian grafts. Superbi. 
Investigation of the cestrual rhythm of the mammalia. Scaglione. 


November 1928. 
*The value of the calcium-potassium (Ca-K) constant during the normal 
and pathological puerperal state. Martines and De Lauretis. 
Malignaut transformation of myoma. Costa. 
Research on Schilling’s hemogram in gynecology. Frettenero. 
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The influence of hypo-physeal extract and irradiation of the pineal body 
on adherence of ovarian grafts. Martinolli. 

*The problem of the race—Syphilis in pregnancy. Prata. 

Dysmenorrhceic syndrome considered clinically. Machado. 

Zarate’s operation (Symphysiotomy). Santos, 


The connective tissue of the pregnant puerperal uterus. 

Puccioni publishes results of experimental research on the connective 
tissue changes in the uterus during and after pregnancy. To him the 
interest of the investigation lay in the possible solution of the question 
whether there exists in the maminalian uterus so-called myo-metral glands, 
important because of their internal secretion. 

The animals used were guinea-pigs and mice in different stages of 
gestation and after it. His sections were coloured with trypan-blue and 
lithio-carmine in one per cent solution. The sections taken from pregnaut 
animals certainly showed many changes due to exalted function. In puer- 
peral stages, the connective tissue elements returned rapidly to normal. 
Though connective tissue cells play an important part in tissue metabolism, 
he could not assign to them any function of internal secretion. 


The site of the human placenta. 

Orsini refers to the prevalent belief that the usual site of the placeuta 
is the fundus uteri. 

The determination of placental attachment in 226 cases showed him that 
it varied according to age and parity of the woman, and was certainly 
influenced in certain cases by morbid conditions of the uterus. Excluding 
52 cases of placenta praevia and a very few cases of adherence to the angle 
or to the margins, he found that in the remaining cases the order of 
frequency was posterior wall, anterior wall, inferior segment and in 
three per cent insertion on the fundus. In primiparee, placental insertion 
on the anterior wall was more frequent, in pluriparee on the posterior. 
In young women there was an equal percentage of anterior and posterior 
insertions. He found only one case of insertion on the fundus. In older 
women the majority of cases showed attachment to the posterior wall. 


Calcium in uterine contraction and inertia. 

Abruzzese describes the results of calcium treatment in cases of primary 
and secondary uterine inertia. He treated 34 cases with calcium solution 
injected either alone or with parathyroid. In about one-third of the cases 
response to calcium treatment was manifest and persistent so much so that 
it led to spontaneous parturition. Frequent and strong contractions began 
five to fifteen minutes after injection and continued to be efficacious till 
the end. Nine of the patients were hypo-caleeemic. The others had a 
norinal calcium percentage in their blood test. Ten patients suffered from 
primary inertia. 

From the suin of his investigations Abruzzese concludes that the 
calcium treatment of uterine inertia finds its indication in cases of primary 
inertia accompanied by hypo-caleeemia. In other cases, especially in 
secondary inertia, and, in general, when the calcium percentage is high, 
the results are uncertain, transitory, and sometimes wanting. There is no 
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benefit obtained in such cases by substituting calcium for pituitrin of which 
the effect is more constant. 

In a patient whose blood-test shows a normal calcium percentage, it is 
inaccurate to speak of an increase after calcium injection because the 
organism tends to maintain its calcium quotient constant. An increase 
might even be dangerous. 

The good results obtained in hypo-caleeemia may be due not so much 
to the direct action of calcium on uterine muscular fibre, but to the establish- 
ment of iso-ionia or eu-ionia which is the best environment for contraction. 


The diathermic treatment of hypo-galactia. 

Peusa gives the results of treatment by high frequency in 7o cases of 
hypo-galactia. Excluding 29 cases in which the patients either stopped the 
treatment or complicated it by trying popular remedies along with it, 
he obtained highly favourable results in 51 cases. In 13 cases he began 
treatment in the last days of pregnancy, 32 were treated in the first twenty 
days of their puerperium and six in a very late stage of puerperal hypo- 
lactation. He. obtained only partial success in two of the latter cases 
where the condition was due to hypo-nutrition. In the others there was 
full-establishment of the function. 


The value of the calcium-potassium (Ca-K) constant during the normal and pathological 
puerperal state. 

The authors tabulate micro-analysis findings of the calcium-potassium 
(Ca/K) constant in blood-seruin from normal and pathologic cases. They 
examnined 109 cases in the latter months of pregnaney or during labour 
and a number of control cases (non-pregnant). They had very few patho- 
logic cases at their disposal, but their investigations include cases of 
eclampsia, cardiopathy and syphilis during pregnancy. 

Their conclusions are :— 

1. Potassium and caleium in physiological pregnancy are both diminished. 
The decrease is usually proportional although potassium has constantly 
low values. 

2. The phenomena of decrease may be interpreted as a sign of greater 
concentration of these elements in the tissues. 

3. The electrolytic and hemo-vegetative systems are intimately related 
intheir biological aspects. The vagus seems to govern an increase of potass- 
ium in the tissues, the sympathetic an increase of calcium. The alteration 
of the electrolytic quotient noted in investigation is probably due to 
intensification of nerve action—more marked and more diffuse in the vagus, 
more intense but more limited in the sympathetic. 

4. There seems to be a hypertonal zone of sympathetic action together 
with general hypertonus of the vagus. These changes have biological 
significance in pregnancy. 

5. In all pathological cases the constant K/Ca is found to be altered 
especially in eclampsia where a notable lowering of the percentage of K 
is observed. 

6. A distinction must be drawn between saline calcium and ionic. The 
first is the chief component of the skeleton, and is absorbed in large quantity 
by the foetus in the form of inorganic salt with consequent de-calcification 
of the maternal organism, physiological or pathological. The second is 
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present in the blood influencing the colloidal cell-structures, and is, more- 
over, closely connected with the sympathetic. 


The problem of the race—Syphilis in pregnancy. 

Prata discusses the difficulties attendant on the early diagnosis of 
syphilis in pregnant women and its importance not only for the mother 
and child but for the race. He considers that such symptoms as jaundice 
or albuminuria in pregnancy should excite suspicion of syphilis as a possible 
cause. He recommends that the. maternal blood should be tested not only 
for a Wassermann reaction but also for Meinecke’s (turbidity) and Sachs 
and Klopstock (flocculation). Further, a radio-graphic examination of 
the foetus should be made to detect osteo-chondritis of the extremities. If 
retro-placental blood be taken the patient is not inconvenienced. To detect 
syphilis in the newly-born infant blood from the umbilical vein in the cord 
should be taken. He considers neo-salvarsan in moderate doses and with 
suitable pauses (alone or with bismuth during the intervals) is the best 
treatment before, during or after pregnancy, 


J. H. Filshill. 


Acta Obstetrica et Gynecologica Scandinavica. 


Vol. vii, Fase 3, 1928. 
*Operative treatment of prolapse with special reference to the interposition 
method. P. Damm. 
*Fully developed ovarian pregnancy. A. J. Santti. 
*Two cases of necrosis of the renal cortex in toxicosis of pregnancy. 
Westman. 


Operative treatment of prolapse with special reference to the interposition method. 

This paper is based on 231 cases treated in Diakonislestiftelsens Hospital, 
Copenhagen. 84 cases ascribed their condition to some definite complication 
of parturition such as forceps delivery or perineal tear. In 171 cases of this 
series the uterine position was noted; retroverted 67, retroposed 71, 
anteverted 33, suggesting that retroposition and version are definitely 
associated with prolapse. The operations carried out on these patients 
were as follows : interposition 105, double plastic on the vagina 79, colpo 
perineorrhaphy 32, anterior colporrhaphy 7, vaginal hysterectomy 5 and 
hysteropexy 3. Amputation of the cervix was performed eight times only. 

A detailed description of the interposition operation and its after results 
is given. Reports of after results were obtained in 180 cases of the whole 
series with relapse as follows :—Interposition 4.7 per cent, double plastic 
11.9 per cent, colpo-perineorrhaphy 7.4 per cent. In the work of this 
hospital the interposition operation shows the best end results in cases past 
the menopause or sterilized by excision of the uterine ends of the Fallopian 
tubes. 


Fully developed ovarian pregnancy. 

The patient was a secundipara aged 33 years. The first child was born 
on April 1, 1922. Six weeks later there was a single scanty menstrual 
period, and during the following two months there was irregular bleeding 
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three times. Quickening occurred early in December followed by marked 
albuminuria which cleared up with rest in bed and milk diet. The foetus 
died in the second week in February. Six months later a diagnosis of full 
time extra-uterine pregnancy was made by Professor S. E. Wickmann, 
At operation he found a closed gestation sac which fulfilled all the conditions 
laid down for the anatomical determination of ovarian pregnancy by 
Spiegelberg, Leopold and Werth. 


Two cases of necrosis of the renal cortex in toxicosis of pregnancy. 
Westman describes the renal changes in two cases of eclampsism. In 


one of them he found cortical necrosis caused by thrombosis of the vessels 
followed by infarction. In the second there was nephrosis undergoing 
necrosis. 


R. H. B. Adamson. 


Japanese Journal of Obstetrics and Gynecology. 


Abdominal systematic panhysterectomy for carcinoma of the uterus. 
H. Okabayashi. 

*Colloid lability of blood serum. Early diagnosis of pregnancy by means 
of colloid lability of serum and its relation to sedimention of erythro- 
cytes. M. Honda and S. Yanagi. 

On the operation for tumours with intestinal adhesions and a case of 
carcinoma of the mesentery. J. Kosakaé. 

On positio occipitalis sacralis. Sh. Yunoki. 

*Effect of corpus luteum extract on uterine haemorrhage. Histological 
change in uterus mucosa and ovaries in case of uterine hemorrhage. 
Y. Nagashima. 

Effect of operation on normal and immune titres of bacillus agglutination, 

especially in case of malign tumours. Sh. Uchigaki. 

Effect of Roentgen rays on gastric secretion of dogs after exposure over 
lower abdomen. T. Yamamoto and K. Ihdima. 

Statistical research on Japanese newly born infants. (Report II.) F. Aiko. 

The value of Gabaston’s extraction method of placenta. F. Aiko. 

Coagulation time of blood in obstetrics. F. Aiko. 

*Coagulation time of blood in gynecological diseases. 
operation upon it. F. Aiko. 

Resistance of erythrocytes in gynzecological diseases. 
upon it. F. Aiko and S. Nizuhara. 

Pharmacological investigation of circular muscles of uterus. (Report I.) 
T. Kubota. 

Pharmacological investigation of circular muscles of uterus. (Report II.) 
T. Kubota. 

Physiological investigation of fetus. (Fifth Report) 
research or ferments in digestive organ; lipase in liver. 

Physiological investigation of fetus. (Sixth Report) 
research of ferments in digestive organs; 
Tachibana. 

Skin pigmentation during pregnancy. 1. Tintometer for skin pigmen- 
tation of gravid and non-gravid women in Japan. Sh. Nishizaki. 


Influences of 


Effect of operation 


Supplementary 
T. Tachibana 
Supplementary 
lipase in intestines. T. 
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Skin pigmentation during pregnancy, relation of toxeemia of pregnancy 
to abnormal pigmentosis and influence of pregnancy on Recklinghausen’s 
disease. Sh. Nishizaki. 

Pharmacological investigation of placental vessels of rabbits. Sh. Yunoki. 

Study of erythrocytes of human fetus. F. Aiko. 

Iabour in cases of heart disease. Y. Kanki. 

On salpingography. The study of Fallopian tubes by X-ray in diagnosis 
of female sterility. H. Yagi. 

Cystoscopic examination in cancer of uterus. Sh. Mizuhara, 

Biochemical research of irradiation upon curative process of tumours. 
Sh. Mizuhara, K. Ihdima and T. Tachibana. 

Experimental researches of general action of Roentgen rays: On myxo- 
sarcoma of fowls. T. Yamamoto. 

Stomach function in cases of uterine cancer. T. Mesaki. 

Striae gravidarum of Japanese women. Sh. Mizuhara and S. Fukui. 

Cerbrospinal fluid in obstetrics. Sh. Mizuhara. 

Investigation of cerebral nerves of anencephalus. S. Shinozaki. 

Autolysis of placenta. Sh. Mazuhara and T. Tachibana. 

Effect of X-rays on heart function of frog. T. Yamamoto. 


Colloid lability of biood serum. Early diagnosis of pregnancy by means of colloid 
lability of serum and its relation to sedimention of erythrocytes. 


1. The lability of serum of the healthy female at the time of non- 
menstruation is 3.6-3.9. 


2. Healthy woman during the period of menstruation and the period 
of premenstruum is labile and the titre 4.0-4.8. 


a 


3. Immediately after menstruation the lability rapidly returns to the 
titre of the time of non-menstruation. 

4. Up to the middle of the third gravid month, the stability is very 
marked presenting 3.2-3.5. 

5. The lability from the close of the third month to the last stage of 
pregnancy is sometimes stable, sometimes labile, giving 3.5-4.8. 

6. The lability of serum in the varions cases of gynecological and 
obstetrical diseases is labile, but in the case of hydatidiform moles markedly 
stable, the titre being 3.0-3.1. 

7. The effect of syphilis is not recognized on the lability of serum. 

8. The lability in the cases of tuberculous diseases and feverish 
inflammatory diseases is inarkedly labile, showing 4.0-5.4. 


g. The serum of the healthy male is very stable, giving 3.0-3.5. 


10. As an early diagnosis of pregnancy this reaction is reliable. In 
a sinall number of instances this reaction has shown an_ effectiveness 
approximating too per cent, hence the author’s belief in its importance and 
value. 


_11. This reaction is more convenient and simpler in material and in 
treatment as well as in respect to the length of time, as compared with 
various diagnoses of pregnancy which have been published up to now. 

12. By this reaction, hydatidiform moles and the threatening abortion 
of normal pregnancy can be distinguished, 
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13. By this reaction the first and second gravid months and premenstrual 
congestion can be clearly and definitely distinguished. 


14. The lability of serum and the precipitation of erythrocytes go not 
always parallel; in some cases they give a contrary relation. 


Effect of corpus luteum extract on uterine hemorrhage. Histological change in 
uterus mucosa and ovaries in case of uterine hemorrhage. 

Nagashima found that : 

1. Luteinol, corpus luteum extract, is markedly effective against uterine 
heemorrhage, especially climacteric haemorrhage, in the case of the ovarian 
histological change and the diminution of its function when the organ is in 
inflammatory process, excluding the cases of uterine haemorrhage attribu- 
table to uterine tumour, cervical erosion and ectopic pregnancy. 

2. The intra-muscular injection may be performed every day or every 
other day. According to the condition or course, daily use in succession 
is more effective. 3.0 ¢.c. is a common dose. Injection more than two 
times is required. 

3. The appearance of effect seems to be generally after more than 
about 24 hours. The number of days required for the arrest of heemorrhage 
is from about two days to less than ten days. 

4. It is recognized that in the case of uterine hemorrhage, especially 
of diminished ovarian function, the injection of corpus luteum extract assists 
the ovarian function and re-adjusts it into co-ordination, thus fulfilling its 
styptic purpose. 


Coagulation time of blood in gynecological diseases. Influences of operation upon it. 


Aiko records that : 

1. The coagulation time of blood is seemingly a little shortened in 
uterine cancer than in other diseases, but it is presumably attributable 
mainly to hemorrhage. The shortening is, however, very little and no 
value is recognized both for early diagnosis and differential diagnosis 
of cancer. 

2. In uterine myoma and ovarian cyst, there is recognized no difference 
from the healthy. 


3. In the diseases that are attended with hemorrhage such as ectopic 
pregnancy, the coagulation time is generally shortened, but delay is found 
when hemorrhage is experienced for a long time. 

4. In these phenomena there is found no relation to age nor to 
menstruation period. 

The effects of operation :— 

1. In cases of laparotomy the time is generally shortened, especially 
in those who had abundant haemorrhage. 

2. In minor operations there is no difference in the coagulation in 
question. In the cases which much hemorrhage accompanies such as 
artificial abortion, however, the time is shortened. 

3. The cause of this shortening of time is presumably the influence 
of hemorrhage rather than of narcotic drugs. 


F. E. T. 
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The Cancer Review. 


The following abstracts are abstracted from ‘The Cancer Review: a 
Journal of Abstracts,’ by kind permission of the British Empire Cancer 
Campaign. 

Vol. III, No. 7, July 1928. 
New colour reaction for the diagnosis of cancer. (;, VERCELOTTI and A. PAVESI. 
Tumori, 1927, 13, pp. 61-78. 

This reaction is based upon the observation that the blood of individuals 
free from cancer, when placed in contact with the ‘‘aldehyde group of methyl] 
alcohol,’”? shows no change in colour, whereas that of carcinomatous patients 
shows a slight decolorization of the hemoglobin. The reagent employed, 
devised by Dr. Pignotti, is glycero-nitro-chloraldehyde (‘nitro-cloro-aldeide- 
glicerica’). About 5 c.c. of blood is placed in a porcelain dish and an 
equal weight of tap water is added. The coagulum is triturated to form 
a homogeneous pulp, which is then filtered and 2 c.c. of the filtrate is added 
to the reagent. The mixture is gently shaken, and the reading is made 
after four hours, when in the case of blood from healthy individuals there 
is found at the bottom of the test-tube containing the mixture about 2 to 
3.¢.c. of greyish-white precipitate, the supernatant fluid being a clear cherry- 
red or crimson colour. In test-tubes containing carcinomatous blood, the 
precipitate is scanty or absent, and the supernatant fluid has a colour 
ranging from clear straw to dark brownish-yellow. The authors have 
devised a scale of seven colours ranging from straw yellow to reddish 
crimson, and numbered from o to 6. The first four (0 to 3) indicate a positive 
and the remaining three (4 to 6) a negative reaction. Out of 74 cases of 
carcinoma of various sites 60 positive results were obtained (81.0 per cent.). 
Healthy individuals gave negative reactions. In 138 individuals with 
diseases other than neoplastic, including 14 cases of pregnancy, 108 gave 
negative reactions (80.0 per cent.). The majority of pregnancy cases, 11 out 
of 14, were negative. Severe anzemias, toxic, wasting, and hydreemic con- 
ditions often gave positive results. Conditions showing a diminution of 
the haemoglobin value below 4o per cent. (Sahli) were generally associated 
with a positive reaction. The reaction was not found to be related to the 
resistance of the red cells, nor did dilution of the blood with distilled water 
change the character of the reaction. Neither diminished alkalinity of the 
blood nor variations in its cholesterol content appeared to influence the 
reaction. One in 4,000 nitric acid gave results somewhat similar to the 
reagent used. The range of colours, examined spectroscopically, was shown 
to be associated with varying reduction of haemoglobin. The reaction is 
not specific for malignant disease. It is absent in doubtful cases, and its 
intensity is related rather to the degree of wasting or anzemia than to the 
stage of tumour development. 


H. J. B. Fry. 


Carcinoma of the ovary in infancy. H. F. Stmon. Ann. of Surg., 1928, 87, 
pp. 84-88. 

The author records a case of carcinoma of the ovary in a baby girl aged 
17 months. Carcinoma of the ovary is extremely rare in children under 
5 years of age, but cases have been reported. Of 564 cases recently reviewed 
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in the Mayo Clinic, only 5 were under 20 years of age, and the youngest 
was 8 years old. The author’s patient was younger than any he could 
find in the literature. The symptoms of carcinoma of the ovary in children 
and infants are general and special. The general symptoms consist mainly 
of the presence of a ripidly-growing abdominal tumour, often discovered 
accidentally. The special symptoms associated with all types of ovarian 
tumours in children are those of homosexual precocity. The changes affect 
the breasts, the external genitalia, menstruation and the distribution of fat. 
Mental precocity is not present. If sexual precocity is present, it is usually 
possible to make a diagnosis of ovarian tumour, but seldom to determine 
the type of neoplasm. Simple cysts, dermoid cysts, teratomas, sarcomas 
and carcinomas of the ovary have all been observed in association with 
pubertas preecox. The treatment is surgical. The patients stand operation 
well, and the symptoms of precocity usually subside rapidly. There are 
not sufficient data available on which to base an opinion in regard to 
the ultimate prognosis. The author briefly discusses the mechanism of the 
stimulus to the development of sexual precocity. 


W. T. Warwick. 


Postclimacteric uterine hemorrhage and ovarian tumours. \M. 


WETTERWALD. 
Schweiz. med. Woch., 1928, 58, pp. 37-41. 


Various recent writers have pointed out that postclimacteric uterine 
hemorrhage, often commencing several years after the menopause, is 
attributable to causes other than the presence of benign or malignant 
tumours. The frequency of occurrence of malignant change in the uterus 
in such cases has been variously estimated, but the average given is about 
10 per cent. Particular attention has lately been directed, largely owing 
to Schiffmann’s observations, to the frequency with which ovarian tumours 
are associated with postclimacteric bleeding, to the presence in some cases 
of hypertrophic changes in the uterine mucosa, and to the nature of the 
causal nexus between these coincident phenomena of hemorrhage, ovarian 
tumour and endometrial hyperplasia. 

Wetterwald describes three similar cases in which the ovarian tumours 
found were respectively a granulosa-cell carcinoma, a papillary glandular 
cyst including teratoid structures, and a tumour of ovotestis type; only 
in the third case was hyperplasia of the uterine mucosa found. He gives 
an interesting historical summary of the literature with references to 
English and French, as well as German work, and discusses the various 
theories that have been put forward regarding the manner in which the 
presence of an ovarian tumour sets up uterine hemorrhage. As he points 
out, all the theories hitherto advanced imply the setting up of a hyper- 
trophic condition of the endometrium and fail to explain those cases in 
which no such change can be detected and in which the uterus is senile 
and atrophic with a functionless mucosa. (See this REVIEW, 1927,, 2, 
Abstract 172; 1928, 3, Abstract 394, p. 239). F. Cavers. 


Umbilical adenomas. A. J. PatmEN. Acta Chir. Scand., 1927, 62, pp. 310-328; 
6 figs; literature list (15 refs.). 


Three cases are here described of umbilical adenomas; the first occurred 
in a single woman of 35, the second in a married woman of 48 who had had 
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five children, the third in a married women of 33 who had had two children. 
Menstruation was normal, and in each case pain was experienced at the 
navel during the period; in the third case a few drops of blood oozed from 
the adenoma on the first day. Full details of these three cases and of six 
others from the literature are given. The skin was pigmented over the 
tumour in seven cases; the sizes varied from that of a hazel-nut to a hen’s 
egg; seven were hard or firm and two were doughy; the surface was 
practically always uneven, and with the naked eye cysts could be seen. 
The cysts and spaces were lined by cubical or columnar epithelium, and 
the surrounding connective tissue varied from fine-fibred richly nucleated 
to coarse-fibred sparsely nucleated tissue. The tumours are all regarde:l 
as cystadenomas arising from undifferentiated embryonic umbilical epithe- 
lium, in contrast to cysts and fistulze arising from remains of fully developed 
vitelline duct. Attention is drawn to the fact that discomfort is experi- 
enced in thyroid and breast during menstruation, and it is suggested that 
the hormone affecting these glands may be responsible for the symptoms 
associated with umbilical adenomas. 

[It is certain that the third case in this series would be described by 
many gynecologists as an endometrioma, and it is probable that many of 
the cases published as endometriomas should be described as umbilical 
adenomas, See this REVIEW, 1928, 2, Abstract 309, p. 181.] 


W. G. Barnard. 


Organization and work of the Radium Institute of Stockholm. (>. FORSEILL. 
Schweiz. med. Woch., 1928, 58, pp. 60-65. 


The Radium Institute of Stockholm was founded in 1909 and its first 
chief was Professor Forsell, the author of this paper. Originally the 
Institute was financed by private individuals and consisted of a small clinic 
with 16 beds. The encouraging results in the treatment of malignant disease 
induced the Swedish government and the City and University authorities 
of Stockholm to contribute to its upkeep and later to its extension, so that 
to-day the Institute has 34 beds, an X-ray department, a pathological and 
a physical laboratory, and a special clerical department for following up 
patients. On an average 1,000 in-patients and 4,000 out-patients are seen 
each year. The efficiency of the clerical department is demonstrated by 
the fact that out of 1,155 patients with cancer of the cervix treated between 
1914 and 1926, none were lost sight of. A detailed description is given of 
the departments and their personnel. 

At the end of each year the departmental statistics are published in a 
small book, so arranged that one can see at a glance the results of treatment 
and the progress or otherwise of each case. A special register is kept for 
cancer of the breast and uterus, these apparently being the most common 
forms of cancer in Sweden. 

Considerable importance is attached to the protection of the staff. The 
sister in charge of the radium, which is stored in a burglar- and ray-proof 
safe, changes duty every month with the night sister so that she does 
not come into contact with radium. On the following month she acts as 
sister to the X-ray department, where the protection is so strong that she 
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receives little or no radiation, i.c., she works only four months a year in 
the radium department. The radium itself is carried by two probationers 
who never serve for longer than two months in the Institute. The staff 
have two hours free at midday every day, one half-day per week, Sunday 
free and two months’ holidays in the year. ‘‘ On account of the greater 
danger to those handling emanation, only radium salt is used in the 
institute.”’ 

The medical staff consists of a chief, a gynecologist, an inspector (the 
author) and two assistants. The latter, with two years’ post-graduate 
training in medicine and surgery, act as assistants for two years; they 
are then sent to the diagnostic X-ray department of the Serafimar Hospital 
for two years, and later they become directors of X-ray departments in 
the larger hospitals throughout the country. Before a man can specialize 
in radiology in Sweden, he must have carried out at least three years’ 
post-graduate work on the subject. ‘‘ In the struggle against cancer the 
education of the public is of great importance, but I believe it to be far 
more important that the doctors who treat it should be thoroughly trained 
in diagnosis and therapy.” 

Since its inception, 18,500 cases have been treated in the Institute, 
and of these 70 per cent., or 13,000, suffered from malignant disease. The 
great majority of the malignant cases were inoperable, hence treatment 
was mostly palliative. In more than 50 per cent. of cases there was distinct 
improvement, and in many cases prolonged freedom from symptoms of 
malignancy. In some groups of malignant tumours, radium therapy 
compares favourably with surgery in the treatment of operable cases. 
This is especially the case in cancer of the skin. Of 207 cases of cutaneous 
cancer treated by radium, 68.6 per cent. were permanently cured. If the 
operable cases are considered alone, 78 per cent. were cured. In early 
cases without deep infiltrating growth, the percentage of cures was as high 
as 95, and in advanced cases with deep infiltrating growth 51.4 per cent. 
were cured. Equally good results have been obtained in the radium 
treatment of cancer of the lip. Between 1910 and 1917, 66 cases were 
treated. In 4o of these the tumour was superficial, and 36 or go per cent. 
were permanently cured. In 26 cases the lip tumour was fixed and infiltrat- 
ing, and of this group g, or 34 per cent., were cured. In the remaining 
15 cases there were glandular metastases, but combined surgical and radio- 
logical treatment rendered to of them free of symptoms. If the glands 
were operable they were removed and the neck irradiated; if the glands 
were inoperable they were irradiated, and if irradiation softened the mass 
in the neck the glands were then surgically removed. Similar results have 
been obtained in intraoral cancer, and a table is given showing the results 
of radium and operative treatment. In cancer of the tongue radium cured 
59 per cent. for 5 years, and surgery only 30 per cent. for the same period. 
In sublingual cancer the figures were 83 per cent. for radium and 67 per 
cent. for surgery, in cancer of the mandible 38 per cent. for radium and 33 
per cent. for surgery, and in cancer of the gum 50 per cent. for radium and 
27 per cent. for surgery. Neither method of treatment resulted in a five- 
year cure of cancer of the tonsil. Of 39 cases of thyroid cancer treated by 
radiuin, 34 were inoperable and 15 per cent. were free of symptoms after 
five years. 


The results of treatment of cancer of the cervix are described in two 
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tables, the first table dealing with the total number of cases and the second 
with the operable cases. For all cases the percentage of five-year cures 
was 23.3 per cent., and for the operable cases 46.2 per cent. Similar tables 
are given for cancer of the body of the uterus; the five-year cures obtained 
by radium in the operable cases were 60 per cent. 

Carcinoma of the ovary and sarcomas were treated by combined surgery 
and radium. The reader is referred to the original article for the details 
of these two groups. The results in ovarian cancer were very good. Of 
sarcomas 30 per cent. were cured, 50 per cent. improved and 20 per cent. 
died rapidly. The author believes that ‘“‘cancers of the mouth, ovary, 
vulva and breast and all forms of sarcoma are best treated by combined 
surgery and radiology.” 

Radium treatment is preferable to X-ray treatment for circumscribed 
malignant growths because in such cases a relatively small amount of tissue 
requires to be irradiated and the risk of damaging the surrounding healthy 
tissue is less with radium than with X-rays. Another advantage of radium 
is that the general ill effects of deep X-ray therapy are eliminated. For 
this reason radium is indicated in the treatment of cancer of the mouth, 
pharynx, uterus and bladder. ‘‘ My impression is that as a rule tumours 
of comparatively small size remain permanently healed. Our experience 
has shown that neither in carcinoma nor in sarcoma does the end-result 
of radiotherapy go parallel with the radiosensibility of the neoplastic cell. 
The most radiosensitive forms of tumours have the least chances of being 
permanently healed by radiotherapy and vice versa a growth of low radio- 
sensibility can be cured with good technique, so long as it is localized. 
The biological character of the tumour and its stage of development influ- 
ences the end-result as much as, or more than, its radiosensibility. -The 
best chance of permanent cure is seen in tumours of high radiosensibility, 
localized and surrounded by healthy tissue.” Many other pathological 
factors play an important part in determining the end-result, but as 
important as any of these is technique. ‘‘ I wish to emphasize particularly 
that only experienced radiologists should be allowed to treat benign ot 
malignant growths. Operation is preferable to treatment by an inexperi- 
enced man.’’ The author then discusses the problem of recurrence after 
the radiological treatment of tumours. He does not believe that the 
treatment itself is responsible for recurrence, but believes that most recur- 
rences develop in tumour cells which were not destroyed. He emphasizes 
the fact that it is important to stimulate the patients general resistance 
to disease rather than attempt to diminish the resistance of the tumour. 
‘*T am more and more convinced that the normal resistance of the sur- 
rounding tissue and of the whole organism is at least as important for cure 
as the actual destruction of the cancer ceils themselves by radium. My 
impression is that in favourable cases radiotherapy weakens the tumour 
and gives the normal mechanism of healing a chance to overcome the 
disease.” The paper concludes with the warning that in spite of all 
advances in technique, radiotherapy should only be applied in operable 
cases where experience has shown that it has advantages over operation, 
and in inoperable cases when cure or at least material improvement are to 
be expected as a result. 


P. J. Kerley. 
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Vol. IlI, No. 8, Oct. 1928. 
The Metabolism of the Trophoblast. A critical review. W. Cramer. 


Fry’s serodiagnostic reaction.-C, CERRUTI and L. BIANCALANA. Minerva Med., 
1927, 7, pp. 816-820. 


The authors give the results of tests made by means of Fry’s flocculation 
reaction (see this REVIEW, 1926, 1, Abstracts 572, 866; 1927, 2, Abstract 
745). In 46 cases of malignancy they obtained 32 positive results (70 per 
cent.) ; and in 43 cases of benign tumour and pregnancy used as controls 
flocculation was observed in 22. They conclude that although not abso- 
lutely specific Fry’s reaction is extremely sensitive and gives a remarkably 
high percentage of positive results in cases of malignancy. 


F. Cavers. 


Paget's disease of nipple. J. MrstcHanskit. Dermatol Woch., 1928, 
pp. 172-183; 2 figs. 


This short and interesting paper begins with four questions : Is Paget’s 
disease (1) a disease sui generis, (2) is it a carcinoma, (3) is it a carcinoma 
following eczema, or (4) an eczema following a carcinoma in the breast ? 
These points are discussed and particulars of eight cases given. It is con- 
cluded that (1) Paget’s disease is not a disease sui generis but from the 
beginning a carcinoma; (2) the cacinoma may arise in the epidermis above 
or from the ducts; (3) the Paget cells are derived from the epidermis and 


are degenerated basal or prickle cells. Radical surgical treatment is recom- 
mended. From the literature, tumours resembling Paget’s carcinoma 
occurring in mucous membrane of mouth, skin of back, of face and of 
scrotum are quoted. 


W. G. Barnard. 


Paget’s disease of the nipple and Gye’s hypothesis. J. M. WAINWRIGHT. Amer. 
Jour. Surg., 1927, 3, pp- 218—222; 6 figs. 


The basis of this paper is a section of breast in which, it is claimed, the 
following tumours can be identified; a squamous epithelioma of nipple 
with extension into main ducts; comedo type of growth; scores of separate 
nodules of scirrhous sarcoma, and a sweat gland type of growth. Except 
figure 4 (the comedo type of growth which appears to be an example of 
carcinomatous hyperplasia of ducts), the figures are too indistinct to afford 
much assistance in following the descriptions. After a discussion of Paget’s 
disease and of the multiple tumours in this case the author comes to the 
following conclusions. (1) The nipple is subject to non-malignant disease. 
(2) Paget’s disease is a distinct entity due to disturbance of nutrition by 
permeation by carcinoma from underneath. It is not a neoplasin of the 
nipple nor a squamous epithelioma. (3) Squamous epithelioma of the 
nipple is always associated with carcinoma of deeper portions of the breast. 
(4) The multiple growths can only be explained by Gye’s hypothesis. [The 
multiple tumours are interesting, but their relation to Paget’s disease is 
not made out, still less is the application of any theory of Gye’s. } 


W. G. Barnard. 
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Primary chorionepithelioma of kidney. M. Muro. Mitt. iiber allgem. Pathol. 
u. pathol. Anat., 1927, 4, pp. 144-168. 


Detailed account of two cases of primary chorionepithelioma of the 
kidney, both in women. One patient, aged 39, had had molar pregnancy 
two years before; the other, aged 45, had a normal pregnancy three years 
before. Both showed the typical symptoms and signs—presence of tumour, 
pain, hematuria and diminution in function of the affected kidney. As 
the author points out, chorionic villi detached and transported via the veins 
during pregnancy or labour may be regarded as having given rise to the 
tumours in these two cases. F. Cavers. 
Metastatic carcinoma of the ovary. M. LAvorntTe. Bull. ef Mém. Soc. Nat. Chir., 

1927, 53, PP. 1336-1339. 


A woman of 43 had an operation (pylorogastrectomy) for cancer of 
the stomach in April, 1923. In November, 1927, she was operated upon 
for a tumour of the left ovary, which when exainined histologically showed 
clyindrical and cuboid epithelial cells in a connective tissue matrix. During 
the second operation the author noticed diffuse carcinomatous infiltration 
of the mesocolon and invasion of the lumbo-aortic glands. 


Secondary carcinoma of the ovaries (Krukenberg’s tumours). PauLer?1e GAUTHIER- 
ViLLARS. Ann. d’Anat. Pathol., 1928, 5, pp. 1-24; 6 figs. 


This paper consists of an account of ten unpublished cases and a review 
of 355 from the literature. In 47 cases the primary site was either not 
mentioned or was undiscovered ; of the remaining 318 the primary growth 
was found in the following organs :— 


Stomach oe 
Colon and cecum ... 
Bile ducts 

Rectum 

Small intestine 
Appendix 


Full details of the ten cases are given including descriptions of macro- 
scopic and microscopic appearances ; the figures are excellent. A discussion 
of the following points follows; the histological appearances of the stroma 
and the carcinoma cells, the presence of cell masses in lymphatics ; 
associated lesions of the uterus and tubes, the structure of primary and 
secondary tumours, and finally the route of implantation. On this last 
point the author favours the direct transperitoneal route rather than the 
lymphatic. 

It is unfortunate that in such a careful paper with such a good list 
of references (103) there should be a number of authors mentioned in the 
text who do not appear in the list. 


W. G. Barnard. 





Review of Current Literature 233 


Sarcoma developing in fibromyoma of uterus: three cases. J). 


RIGANO-IRRERA 
Arch. Ital. di Chir., 1927, 18, pp. 538-544. 


From his histological study of three cases of sarcoma of the uterine body, 
and from a review of the available literature, the author concludes that 
sarcoma frequently arises in fibromyomas of the uterus. He doubts whether 
actual malignant degeneration of pre-existing cells ever occurs in such 
cases, or whether it is even a possibility. He suggests that the sarcoma 
arises from ‘rests’ of undifferentiated tissue scattered in the fibromyoma, 
and that, possibly under the influence of hyalinization, the undifferentiated 
cells hegin to grow and multiply indefinitely in an atypical and destructive 
manner. (See this REVIEW, 1926, 1, Abstract 704, p. 465.) 


F. Cavers. 


Concerning ectopic chorionepithelioma (report of two cases). E. be ZALKA. 


Amer, Jour. Pathol., 1928, 4, pp. 59—74; 4 figs. 


Two cases are described in this paper, the first that of a woman of 26 
with a mass in the left ovary and widespread metastases; the other a 
woinan of 46 with a mass in the liver and few metastases. Tables are given 
of 25 cases of ovarian chorionepithelioma taken from literature. Of 
these, 13 are described as being after pregnancy, 7 without previous 
pregnancy and 5 as questionable chrionepitheliomas. The author does 


not state what he considers to be the essential features of a chorionepi- 
thelioma. The possible origins for the tumour are discussed at some length. 


The photomicrograph is not characteristic and from it alone the tumour 
might very well be a carcinoma of lutein tissue or any other carcinoma 
having a polymorphous cytology. 

Four cases of chorionepithelioma of the liver have been collected from 
the literature and are briefly discussed. The photomicrographs of the 
sections from liver do show syncytial masses in the periphery of polygonal 
cells, these latter bearing a resemblance to Langhans’ layer. 

In the summary it is suggested that both cases are examples of ectopic 
chorionepithelioma, that is tumours which have originated in chorionic 


elements carried to the organs by the blood-stream during a previous 
pregnancy. 


W. G. Barnard. 


Retroperitoneal lipoma: a report of three cases. 


C. H. Mayo and C. E. Dixon. 
Minnesota Med., 1927, 10, pp. 272 


276. 


The authors conclude from a study of the available literature that retro- 
peritoneal lipomas are of more frequent occurrence than has been generally 
supposed. The symptoms are variable. Of 12 cases reported by Masson 
and Horgan 6 patients first noticed a sensation of increased pressure in 
the abdomen, 6 complained of slight abdominal pain and 2 of pain in the 
back; in only one case was the pain severe; 6 complained of distress 
after food and occasionally vomited; 5 had obstinate constipation and 6 
had lost weight. In cases in which the lipoma was degenerating the sym- 
ptoms were acute, with fever and localized tenderness. About 80 per cent. 
of these tumours occur in the abdominal cavity and 20 per cent. in the 
pelvis. They usually arise from the pararenal fat, but they may arise 
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from the renal capsule, the mesentery or the pararectal or retrorectal fat. 
The ultimate prognosis is usually grave. Recurrence is fairly common, and 
often with recurrence there is sarcomatous change. In the three cases 
reported the tumour extended within the mesentery of the transverse colon, 
hence the region was on the left side of the spine; and in two of the cases 
the omentum was also taken up in the spread of the tumour. (See this 
REVIEW, 1926, 1, Abstract 328, p. 185; 1927, 2, Abstracts 268, 270, pp. 
128—129.) 


F. Cavers. 


Multiple tumours of uterus and ovary. A. CHENUT and A. BONNARD. Jour. 
Méd. de Bordeaux, 1927, 104, p. 671. 


Report of a case of simultaneous occurrence, verified histologically, of (1) 
sarcoma of the uterine cervix, (2) myoma and (3) adenocarcinoma of the 
uterine body (4) cystic carcinoma of ovary. 

F. Cavers. 


Fibroma of the ovary inacarp. PP. FREUDENTHAL Zeits. f. MKrebsforsch., 
1928, 26, pp. 414-417. 

Description of a tumour in a crucian carp (Carassius vulgaris) arising 
from the ovary. No metastases, no inflltrative growth ; probably a fibroma, 
although the possibility of a fibrosarcoma is not excluded. 

Transplantation into two fishes of the same species was attempted with 
negative results. 


W. Cramer. 


Endometrioma in bitches. M. Lutunig and G. Perit. Bull. de lAssoc. 
franc. pour ’ Etude du Cancer, 1928, 17, pp. 12-18; 4 figs. 

Two cases of endometrial tumour in bitches. In each case the growth 
occurred within the uterine wall and gave rise to a cystic condition. 


C. E. Dukes. 


Growth of transplanted embryonic tissue and carcinogenesis. L.. SKUBISZEWSKI. 
Zeits. f. Krebsforsch., 1928, 26, pp. 308-324. 


The paper records an extensive and careful series of observations on the 
results of innoculating fowls with embryos of different ages varying from 
1 to 7 days. Altogether 178 fowls were innoculated... Tumours of varying 
size were produced in 72 fowls. The most favourable age of the embryo 
is from 3 to 5 days. The resulting embryomas were examined histologically 
and are illustrated in 13 microphotographs and drawings. Several of these 
tumours persisted for nearly two years. Three of the tumours were com- 
posed entirely of round cells with large nuclei, infiltrating in parts the 
connective tissue and giving the appearance of a sarcoma. None of the 
tumours, however, were true malignant growths. 

(The paper, which contains a number of interesting observations, is 
cf importance, because much work has recently been done on the production 
of malignant new growth in fowls by the injection of chick embryo with 
other substances. The paper shows that neither the persistence of a 





Review of Current Literature 35 


tumour for a long time after the injection of an embryo nor its histological 
composition is by itself evidence of the production of a true malignant 
new growth.) 

W. Cramer. 


Lactic acid estimations in the blood of the uterine and umbilical vessels. EF. WIND 
and K. VON OETTINGEN. Biochem. Zeits., 1928, 197, pp. 170-174. 
A full account of the technique of experiments on pregnant guinea-pigs. 
In 9g experiments the mean results were as follows :— 
Uterine vein ie ).208 ingrm. lactic acid in 1 ¢c.c. blood 
Abdominal aorta ... 0.260 ys re i 
“But no weight is to be attached to the differences found.” (The authors 
do not give their reasons for this decision.) Four experiments on the 
arterial and venous umbilical blood gave irregular results. 


EB. L,. Kenneway. 


Metabolism of the placenta. E. Isuikawa. I. Biochem. Zeits., 1928, 195, pp- 
469-474. 

A study of lactic acid production by the rabbit’s placenta under aerobic 
and anaerobic conditions with or without addition of glucose, levulose or 
dioxacetone. The results, which seem to be rather variable, should be 
studied in the original. 

E. L. Kennaway. 


Malignant sacrococcygeal chordoma. J. PopiaHa and F. Paviica. Virchow’s 
Arch. f. pathol. Anat., 1928, 207, pp.363-376. 


A description of a malignant sacrococcygeal chordoma occurring in a 
woman aged 44. The histology is described in detail and illustrated with 
six photographs. In a clinical sense chordomas are always malignant 
tumours whether their histological appearances agree with the accepted 
standards of pathological malignancy or not. This particular tumour was 
judged to be malignant because of recurrence after removal, and this is 
the most practical sign of malignancy in chordoma. Infiltration and 
destruction of neighbouring tissues, polymorphism of cells and plentiful 
mitoses are less reliable signs of malignancy, and actual metastases are 
rarely found. The inclusion of mucus and glycogen cannot be regarded 
as a sign of malignancy, because these may also be found in pathologically 
benign chordomas. 

C. EK. Dukes. 


A study of epignathus. DoOROTHEA GERLINGHOFF. Frankf, Zeits. f. Pathol., 
1928, 36, pp. I-17. 


The material for this study consisted of a female foetus injected, soon 
alter birth, through the umbilical vessels with warm formalin. From the 
mouth of the feetus projected a large epignathus. Descriptions of the 
macroscopic, microscopic and X-ray findings are given. The tumour is 
regarded as a teratoma in which tissue resembling a glioma with much 
stroma and scattered astrocytes, cysts lined with columnar ciliated epithe- 
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lium, and stroma containing cartilage, were found. Similar tumours 
quoted from the literature (30 references) are discussed and Schwalbe’s 
classification is quoted; this briefly is as follows :— 

ist Group. To the palate of one fcetus is fixed the umbilical cord 
ot a second foetus which may be more or less well-formed. 

2nd Group. From the mouth of one foetus protrudes part of another 
foetus. 

3rd Group. From the mouth of a faetus protrudes an unformed mass 
of tissue having the structure of a teratoma. 

4th Group. A larger or smaller tumour in the palate or mouth having 
the structure of a mixed tumour. 

The case reported falls into the third group. 

(It is interesting to note the revival of interest in congenital abnor- 
malities which has taken place in Germany; this in part at least is 
attributable to the work of Spemann on experimental embryo transplants.) 


W. G. Barnard. 


Multiple primary carcinoma of ileum with metastases in ovaries. C. JOHANNESSEN. 
Norsk Mag. f. Legevid., 1927, 88, pp. 598-607. 


A woman of 42 complained for about six weeks of abdominal pain 
and more recently of colicky spasms. No tumour could be felt, but X-ray 
examination after an opaque meal confirmed the diagnosis of obstruction 
of the small intestine. At operation four hard nodules, of nut size were 
found in the wall of the ileum. Below these nodules, which were only 
slightly separated from each other, the fleum ‘was hypertrophied and 
dilated, and farther down there were three strictures. Scattered through- 
out the abdominal cavity there were enlarged glands, and both ovaries 
were enlarged to mandarin orange size and covered by hard grey masses. 
The lower part of the ileum was resected and the ovaries removed. Histo- 
logically the intestinal and ovarian nodules were found to consist of 
scirrhous adenocarcinoma, those in the ileum being ulcerated. The ovarian 
tumours are regarded as metastases from the primary multiple intestinal 
growths. 


F, Cavers. 


Cystoma of ovary. J. JrraASEK. Casopis Lék Cesk., 1926, 65, pp. 248-250. 
The author describes a case of malignant cystic papilloma growing from 
the surface of the ovary in a woman of 38; there were numerous implanta- 
tion metastases in the omentum. 
J. Riha. 


Seminoma of ovary. C. THELIN and A. Rosse.et. Rev. Méd. de la Suisse 
Rom., 1927, 47, pp. 294-401. 


A woman of 19 was operated upon for an ovarian tumour, which was 
removed, and a retroperitoneal mass was found which was attached so 
widely below the left kidney as to make its removal impossible. The 
ovarian tumour was found to contain an abundant and richly cellular 
stroma, enclosing cords of large ovoid or polyhedral cells with numerous 
granules and fat drops. The general structure was that of a seminoma, 
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and the authors’ conjecture that the retroperitoneal mass was of similar 
nature, and therefore radioseusitive, led them to give X-ray treatment, 
with four portals of entry. After eight sittings the mass diminished in 
size; 20 months later it had disappeared. 


F. Cavers. 


Rhabdomyoma of the uterus. A. BONNARD. Bull. de l’Assoc. franc. pour 
VEtude du Cancer, 1927, 17, pp. 110-116. 


A description of the histology of an unusual tumour of the uterus, 
classified by the author as a mixed rhabdomyoma. 


C. E. Dukes. 


Hypernephroma of uterine cervix. A. PIERSANTI. Arch. Ital. di Chir., 1928, 
19, p. 829. 


Account of an interesting case in which a tumour removed from the 
uterine cervix was found to be a hypernephroma, showing the characters 
of the cells composing the fasciculate zone of the suprarenal gland. No 
sign of a primary suprarenal tumour could be found, hence the uterine 
tumour was apparently derived from ectopic suprarenal tissue. 


F. Cavers. 


Endometrioma of Fallopian tube with tubal pregnancy. J. A. DONGEN and 
FE. Hammer. Nederl. Tijds. f. Geneesk., 1927, 1, pp- 1145-1156. 


The authors describe a case of tubal gestation in which the wall of the 
tube showed a typical endometrioma, and they consider these two phenomena 
to be closely related. Their explanation is that the tube contained ectopic 
uterine mucosa in which first the ovum became embedded and then the 
endometrioma developed in the portion not utilized by the embryo for its 
placenta. In a discussion of the origin of endometriomas they state that 
during menstruation the tubo-ovarian orifice is usually closed, a fact that 
argues against Sampson’s ‘retrograde menstruation’ theory. 


F. Cavers. 





REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
SECTION OF OBSTETRICS AND GYNAICOLOGY. 


Meeting held on October 19th, 1928. Dr. J. S. FAtrBarrN (President) 
in the Chair. 


Mr. J. BRIGHT BANISTER, in the absence of Mr. A. C. Palmer, showed 
a specimen of 
CARCINOMA OF THE VAGINA. 


The patient, aged twenty-four, had been married just over two years, 
but had not been pregnant. She complained of dyspareunia, and a blood- 
stained discharge for two months. She had been under treatment for 
syphilis for six years, but still had a positive Wasserman reaction. 

On examination an ulcer was found on the posterior vaginal wall with 
a hard everted edge, the surface of which bled easily on disturbance. ; 
the diagnosis lay between chronic septic ulceration, gumma, or a primary 
carcinoma. Microscopical examination proved it to be a carcinoma. It was 
excised, and about a fortnight later both sets of inguinal glands were excised, 
but they showed no evidence of growth. Ten weeks later she was again 
seen on account of severe sacral pain and pain on defeecation, and was found 
to have a large ulcer on the auterior rectal wall, this was treated with 
radium, but the growth continued to increase, and she died five and a-half 
months after the first operation. 

The case was discussed by the PRESIDENT, Dr. HERBERT SPENCER, and 
Mr. EaRDLY HOLLAND. 

Sir EWEN MACLEAN showed a specimen of a 

PREGNANCY IN A RUDIMENTARY HORN OF A BICORNUATE UTERUS, 
which was discussed by the PRESIDENT, Dr. HERBERT SPENCER and Dr. 
HEDLEY. 

The PRESIDENT stated that presidential addresses as given in the past 
have gradually become obsolete, but that as it was reasonable that something 
should be said by the incoming president at the opening of a new session, 
he proposed to give what he described as introductory remarks. Having 
thanked the Members and Council of the Section for placing him in the 
Chair, he said that he hoped to make the work of the year interesting and 
profitable, but that depended on the interest shown by the members them- 
selves. and he proposed to try to stimulate them by reviewing what the 
section had done in the past. 

We were within two months of the seventieth birthday of the old 
Obstetrical Society, whose inaugural meeting was held on December 16th, 
1855, at the Freemasons Tavern, with Dr. Edward Rigby in the Chair. 
Dr. ‘Tyler Smith, who had worked hard for its foundation, said he had done 
so because he felt the time had come for obstetricians to unite to promote 
the scientific and social interest of their branch of practice. That Society 
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completely justified its founders, as the meetings were well attended, there 
being seldom less than fifty present at each meeting. Good work was done 
and in their Annual Transactions could be found the etiology, pathology, 
and treatment of conditions that are now of common acceptance, being 
worked out; and the justifiability of operations debated, that are now the 
commonplaces of our daily life. 

In the twelfth volume was found the report of an infant mortality 
committee, and their suggestions for certain legislation, which may be 
seen to-day in The Midwives Act, 1902. and The Registration of Stillbirths, 
1926. It also instituted an examination for midwives, which became 
generally accepted as the gateway to that profession. With the merging of 
the Society into The Royal Society of Medicine, it was feared that its 
individuality and character might be lost, but that fear had not been 
justified, as this section had thrown itself into wider fields than most, if 
not than any other, of the Sections. He concluded by saying: ‘‘The acid 
test of our meetings is that they should attract the rising generation, and 
to the young blood I make my appeal to make themselves felt, and their 
voices heard in the Section. ” 


Mr. DouGar, Bisse_i. New York, read a paper entitled 
GENITO-URINARY FISTULA IN THE FEMALE, 


with an appreciation of Sims and his work. It commenced with the early ° 
life of J. Marion Sims, and the difficulties with which he was beset, and 
how later, in conjunction with Emmet at the Women’s Hospital, in New 
York, he gradually built up a world-wide reputation. He then reviewed 
the work of this hospital and compared the number of cases of vesico-vaginal 
and urethro-vaginal fistulee operated upon by Emmet in the ten years 1856- 
1866, viz., 275, with the number of cases operated upon in the last ten 
years (with eighteen surgeons operating), viz., 5S; concluding that this 
difference must be due to the improvement in obstetrical management. In 
spite of this improvement, however, he felt that cases were still bound to 
occur to tax the ingenuity of the surgeon for generations to come. 

With regard to operative measures to cure this malady prior to the 
work of Sims, he described Hayward’s methods commenced in 1839; 
Mettauer in 1847; and of European surgeons: Lillemand, of France, 1825; 
and Gosset, of London, 1834. He described more or less in detail his own 
methods of operating in these cases, and then reported fully on seven 
selected cases because they were unusual in type or in origin, and served 
to demonstrate the value of Sims’ technique in complicated conditions. 
After discussing the advantages and disadvantages of the operations 
advised by surgeons of the present day, he concluded by saying: ‘‘My 
hope is to awaken interest in a subject which has, seemingly, passed into 
history as only a stepping stone in the progress of surgery. Sims’ achieve- 
ment was more than a stepping stone; and my belief is that while other 
techniques can be applied under special conditions, Sims’ is universally 
applicable, and he who has it at his command is thereby enriched. It is 
too valuable to be discarded, and my effort is to arouse interest in it, and 
to re-establish it in the armamentarium of the gynzecologish.” 

The PRESIDENT congratulated and thanked Dr. Bissell for his very 
interesting paper; he said that aithough he felt silver wire was the most 
suitable suture material in Sims’ day, nowadays, with the advance of 
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asepsis and antisepsis, other suture material such as catgut was more 
applicable; but Dr. Bissell would have a strong supporter in Dr. Herbert 
Spencer, who also advocated the silver wire suture. 

Dr. HERBERT SPENCER, Dr. McCann, Mr. STEVENS and Sir EWEN MACLEAN 
also discussed the subject, and Dr. Bissell having replied, the President 
announced that the next meeting would be held on November 16th, and 
closed the evening. 


Meeting of the Section held on November 16th, Dr. J. S. FATRBATRN in 
the Chair. 


Dr. J. D. Barris and Dr. WILFRED SHAW read a short communication on 
RHABDOMYO-SARCOMA OF THE OVARIES. 


A patient, aged thirty-two years, was admitted to St. Bartholomew’s 
Hospital on June 18th 1928, complaining of abdominal enlargement. She 
had had two children, the last two years previously. Menstruation began 
at the age of fourteen, and was normal, the last period being just before 
admission. She was in normal health until three weeks before admission, 
when she noticed some difficulty, in micturition, and somewhlt rapid 
enlargement of the abdomen. On examination, an elastic tumour was found 
rising out of the pelvis, tender and dull to percussion. P.V. the body 

‘of the uterus was found not markedly enlarged, the left fornix being 
depressed by the lower pole of the tumour. The abdomen was opened and 
the tumour found to be a cyst of the right ovary : but it was not adherent, 
and was easily removed. There was no ascites or evidence of secondary 
growths on the peritoneum. The patient made an uninterrupted recovery 
and was discharged on August 9th. Previous to her discharge she received 
X-ray treatment over the abdomen, it having been recognized that the 
tumour was malignant. On microscopic examination, the tumour proved 
to be rhabdomyo-sarcoma of the ovary. 

This case was discussed by the PRESIDENT, Mr. STEVENS and Mr. 
BAMFORTH, and Mr. SHaw replied. 

Dr. R. Wisk read a short communication on 

A NOTE ON THE ASTIOLOGY OF CANCER. 

There is abundant evidence showing that the early cells of the embryo 
are not always irreversibly determined. Sometimes there is a migration 
of embryonic cells. and their subsequent lodgment in various embryonic 
tissucs. These migrated cells, being the original growth cells, are retained 
for a time, and nourished in their entirely new and unusual environment, 
and, I think, that in cancer cases these migrated embryonic cells, or their 
descendants, are started in their erratic and uncontrolled multiplication by 
endocrine stimulation and local irritation. 


Professor DonaLp and Professor FLETCHER SHAW read a paper on 

THE AGE INCIDENCE OF CARCINOMA OF THE BODY OF THE UTERUS. 

The author’s opinion is that, with the rarest exceptions, cancer of the 
body of the uterus does not occur in subjects under forty years of age, 
or, alternately, until after the retrogressive changes of the menopause 
have set in. With the object of testing this opinion, 177 cases were 
investigated. All of these had been under the care of one or other of the 
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authors. A scrutiny of the cases revealed only one case under forty 
years of age (or 0.5 per cent.), and even this was a doubtful one. In about 
half of the cases the patients were between fifty and fifty-nine years, and 
in one-third between sixty and sixty-nine. 

Definite information as to the onset of the menopause was obtained in 
147 cases; and in only two uncomplicated cases had the disease appeared 
before the menopause (1.3 per cent.). These results differ considerably 
from some statistics recently collected and published; the difference being 
mainly in the percentage of cases in women under forty years of age. 
The authors mention various sources of fallacy which may account for 
the discrepancy. These include: (1) Sarcoma as distinct from cancer; 
(2) cancer of cervical origin spreading to the uterine body ; and (3) diagnosis 
solely from the microscopic examination of minute scrapings. 

The possibility of a causal relationship between uterine fibroids and 
cancer of the body was mentioned, and also the fact that the retrogressive 
changes of the menopause may begin at a comparatively early age. In 
these latter cases the women are sexually older than their years. 

This paper was discussed by the PRESIDENT, Dr. GEMMEL, Mr. GILEs, 
Dr. McCann, Mr. PALMER, Mr. STEVENS, Professor McIlroy and Professor 
FLETCHER SHAW replied. 


Dr. JAMES YOUNG read a paper on 
THE PROGNOSIS AND TREATMENT OF ECLAMPSIA AND ALBUMINURIA. 


with special reference to the risk of recurrence in subsequent pregnancies. 

He said that investigations carried out within recent years in the Edin- 
burgh Royal Maternity Hospital disapproved the usual belief that eclampsia 
and pre-eclampsia did not tend to recur in succeeding pregnancies. In 
a previous paper he had shown that 47 eclamptics had had eclampsia or 
albuminuria fifteen times, and abortion, accidental haemorrhage, and still- 
birth without toxcemia six times in their previous gestations. This gave 
a total recurrence of abnormality of 44.7 per cent. Dr. Jessie Sym, in a 
follow-up of forty-two eclamptics who became pregnant again, found a 
recurrence of toxcemia in 30 per cent., and of total abnormality in 40 per cent. 
of sixty subsequent pregnancies. The recurrence rate in cases of albumin- 
uria and pre-eclampsia was, in so far as toxeemia was concerned, forty-four 
in eighty-one, or 52 per cent. Including abortion. accidental heemorrhage, 
etc., without toxeemia, the recurrence rate was sixty-nine per cent. These 
figures emphasized the risk which was run by every patient who had once 
had a toxzemic pregnancy, should she become pregnant again. Dr. Young 
pointed out that these findings proved the inadequacy of our present classi- 
fication of the toxzemias of late pregnancy, which was based upon the view 
that the recurrent toxemia belonged to a class by itself, and was explained 
as being caused by a chronic renal defect. Dr. Young believed there was no 
clear evidence that the kidney ever played anything more than a secondary 
role. It was often damaged, but the damage was the result of the action 
of the toxins, and where this was long-continued it was apt to cause 
persisting renal disease. In two out of sixty-six eclamptics and six out 
of seventy-three albuminurics a follow-up revealed evidence of chronic 
renal disease. It was striking that although the numbers with further toxic 
pregnancies, and those without, were about equal, in seven out of the 
eight cases with renal defect there had been two or more toxeemic preg- 


P 





242 Journal of Obstetrics and Gynzcology 


nancies. This showed that the chronic kidney lesion was caused by the 
toxeemia, and was naturally greatest in those most exposed. 

Dr. Young said those facts demonstrated the great importance of a 
patient who had once had a toxic pregnancy being kept under strict ante- 
natal care, in the event of a subsequent pregnancy. This need was as 
urgent in a woman who had had eclampsia as in one with albuminuria. 
Dr. Young stated that in the present state of our knowledge we could not 
prevent this recurrence in succeeding gestations, and, in view of the high 
risks, suggested as a working rule that prevention of pregnancy should be 
advised where there had been two successive toxic pregnancies. In his 
experience, when the sequence had once revealed itself in a patient, it 
usually meant that all the pregnancies would be involved. Further, he 
laid it down that except in mild cases it was not wise to allow the pregnancy 
to continue if the toxeemia appeared before the seventh month; this meant 
gambling with the life and health of a mother in the interests of a child 
whose chances were problematical, for we had to remember that there 
was a high risk of the child dying in utero as the result of the toxaemia, 
and many born alive survived only a short time. For these reasons it 
might be in the interest of the child as well as that of the mother, in 
cases first seen at a later stage of pregnancy, to induce labour at once if 
the child had reached viability. For the induction of labour, Dr. Young 
preferred the use of the gum elastic bougie, and as: soon as uterine pains 
commenced,: he advised five minim dose of pituitary extract at half-hourly 
intervals till a total of two c.c. was given. Where the blood pressure was 
high, oxytocin might be preferred. In the comparatively rare cases of 
severe toxceinia in which fits had not occurred, but where there was urgency, 
he preferred Cresarean section carried out under spinal anesthesia. The 
spinal was better than general anesthesia in that it did not add to the 
toxaemia; it eliminated the risk of irritation of the bronchioles and bron- 
chitis which was great in such cases, and with it there was a remarkable 
natural haemostasis of the uterine wound. 

This paper was discussed by the PRESIDENT, Dr. PARAMORE. Mr. Lack, 
Mr, Rivetr and Dr. OXLrEy. 


NORTH OF ENGLAND OBSTETRICAT AND GYNAECOLOGICAL 
SOCIETY. 

An ordinary meeting of the Society was held at Sheffield on Friday, 
November 23rd, the President, Mr. H. Leirn Murray (Liverpool) in the 
Chair. 

Professor Mites H. Puiiiirs (Sheffield) described a case of 

SPONTANEOUS RESTITUTION OF AN INVERTED UTERUS. 


He said it was generally conceded that it was highly dangerous to 
replace the recently inverted uterus whilst the patient was suffering from 
shock, but it was perhaps not so well recegnized that the infected and 
inflamed inverted uterus should be allowed to remain in its undignified 
position. 

Apart from the danger of lacerating the softened organ there was the 
risk of generalizing the septic processes by damaging the barriers to 
the spread of infection which nature had set up. 
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Those who employed local applications such as glycerine or hypertonic 
saline solution to the acutely infected endometrium would also recognize 
that it was by no means a disadvantage to have the uterus inside out. 

To cite authorities : Dr. Herbert Spencer, at a meeting of the Obstetrical 
Society in 1904, stated that he considered it was ‘bad practice to endeavour 
to replace the uterus whilst its mucous membrane was in a septic condition : 
drainage being free, it was far better to employ irrigation until the uterus 
was clean.’’ Then again, in 1919, in a paper read before the Obstetrical 
Section of the Royal Society of Medicine he said “‘if the uterus is soft or 
septic, irrigation with salt solution should be employed and no attempt 
be made to replace the organ until the latter part of the puerperium.” 

Drummond Maxwell, in February 1915 (Obstetrical Section of Royal 
Society of Medicine) reported a case in which three days after the delivery, 
having peeled off foul clot and placental strands, he replaced the uterus, 
using much force for forty minutes. The septic process continued and the 
patient died sixteen days later, and Maxwell was led to advocate the 
expectant attitude in the presence of obvious septic changes in the uterus. 

It is well known that involution would take place fully whilst the 
uterus was inside out. Experience had shown that there was another 
good reason for advocating this expectant attitude. In quite a number 
of cases spontaneous restitution of the inverted uterus had taken place during 
the treatment. 

Such a happy experience had recently occurred to Professor Phillips 
and had led him to hunt up other instances and to write this note. In the 
“Obstetrical Transactions” of 1904, Dr. Robert Boxall recorded a case of 
a young woman on whom two attempts, ten and forty-eight hours after 
occurrence, had failed to replace the uterus. He had removed a lump of 
adherent placenta and ordered hot douches. The inversion ultimately was 
found reduced and Boxall thought that this had happened within the 
first three weeks. 

In the discussion of this case Dr. Herbert Spencer told of a case in 
which, on the 19th day, he peeled off masses of putrid placenta, instituted 
continuous vaginal douches and found the inversion reduced within a 
fortnight. He stated that Sir John Williams knew of a similar case. 

In discussing Drummond Maxwell’s fatal case, Comyns Berkeley told 
of two cases of spontaneous restitution in his own practice. Miller, in the 
American Journal of Obstetrics and Gynecology, March 1927, reported its 
occurrence in eight out of fifty-six cases of acute inversion. 

McCullagh, in his analysis of 233 cases of inversion, in the Journal of 
Obstetrics and Gynecology of the British Empire, 1925. noted that it 
happened in one out of his own three. It followed two unsuccessful attempts 
with an Aveling’s repositor. He states that “if obvious signs of sepsis 
are present the inverted uterus should be left untouched (save for the 
removal of placental remains) and vaginal douches given daily till all 
discharge ceases and the uterus becomes firm. Sepsis inside a soft involut- 
ing uterus, lacerated and contused by reduction, ends in septiceemia, 
parametritis or phlegmasia dolens with death or a protracted convalescence.” 

The following was an account of Mr. Phillips’ own case. The patient, 
a primipara, was sent to the Jessop Hospital on September 29th, 1625, 
the twelfth day of the puerperium. Whilst sitting on the chamber a lump 
had suddenly appeared at the vulva. Half an hour later her doctor pushed 
it back into the vagina and sent her to hospital as a case of inversion, 
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She looked terribly ill, was profoundly blanched, had a pulse rate of 150 
and a temperature of 100.6°. The completely inverted uterus filled the 
capacious vagina and was covered by superficial grey sloughs. The scanty 
vaginal discharge was very offensive. It was arranged to pour a solution 
of glycerine and glauramine into the vagina daily, and next day she was 
transferred to the open-air ward for puerperal sepsis at Norton Hall. On 
this day the temperature reached 103°. A blood culture was found to be 
sterile but streptococci and staphylococci were grown from swabs from the 
uterine surface. An intravenous infusion of half a litre of citrated blood 
was given. On the next day a brisk haemorrhage occurred. It was 
impossible to see the bleeding point, but the blood appeared to be coming 
from the vaginal vault. The House Surgeon packed the vagina and gave 
one c.c. of hamoplastin. Next day a second hemorrhage was treated in 
the same way. 

The vaginal discharge remained very offensive and the glycerine was 
replaced by hot saline douches. On October 9th a second blood transfusion 
(600 ¢.c.) was given. Her colour improved, but the temperature and pulse 
rate were still high. 

On October 18th the House Surgeon noted that the inverted uterus was 
certainly smaller and of a redder colour. A few hours later Mr. Phillips 
examined the vagina with the aid of a Sims’ speculum and found a very 
great change: the body of the uterus had disappeared. the rim of ‘the 
cervix was now visible and within it lay a bilobed mass of obviously 
placental tissue. He thought it wiser to leave this for the time being, 
as the daily temperature still fluctuated between 99° and 101°, but it 
was arranged that should another heemorrhage occur the placental fragments 
were to be removed. Next morning bleeding did occur. The patient was 
promptly anesthetized and he easily peeled off a lump of placenta which 
was firmly adherent just above the internal os anteriorly. The uterus 
could now be felt bimanually and was surprisingly well involuted. 

After this the patient steadily improved and she was able to go home 
three weeks later. It was not possible to get accurate details of her 
confinement and early puerperium, but she had. had a quick and natural 
delivery of a large child. The placenta had followed soon after, helped, 
the doctor thought, by ‘‘a slight push’’ and all seemed to be well. A few 
hours later, however, she had two bad flooding bouts, the second accom- 
panied by a lot of pain. Possibly the inversion started then. During the 
next twelve days, apart from anemia and a slight pyrexia, she was thought 
to be going on all right, when, whilst passing water, the inverted uterus 
suddenly appeared at the vulva. The cotyledon of placenta which had been 
retained had not been missed at the confinement. Possibly it was succen- 
turiate. Being attached to an area immediately above the internal os 
it had lain hidden from view in the vaginal vault so long as the uterus 
was inverted. 

If a routine daily measurement of the involuting uterus had been made 
in the first week of the puerperium, it is probable that the abnormal state 
would have been discovered sooner. 

Mr. A. A. GEMMELL, (Liverpool) described a case of 

SARCOMA (? PERITHELIOMA) OF THE VULVA, 


The patient, a ii-para, aged 54 years, was seen on February 15th, 
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1927. ‘The menopause had occurred seven years previously. She com- 
plained of a lump in the vulva which had been present for fourteen months, 
gradually growing larger. It had been painful for the last two months 
especially on walking. In 1924 she had had a tumour removed from the 
left labium majus. No pathological examination had been made of this, 
but it was believed to be a Bartholinian abscess. 

On examination there was a mass the size of a tangerine orange in the 
lower part of the left labium majus but lifting up its upper part and 
extending under the vaginal mucous membrane towards the urethra. This 
mass was attached deeply but the skin moved over it. There was a much 
smaller mass anterior to this extending towards the inguinal canal in 
which there was a hernia. Posteriorly in the anterior part of the perineum 
on the left side there was a third mass the size of a golf ball which was 
mobile. ‘There was no superficial ulceration and no involvement of lymphatic 
glands. 

On February 23rd, 1927, the masses were excised.. The main mass did 
not extend as close to the urethra as had been expected but had to be 
cut away from the pubic bone. The small anterior mass was excised with 
the main mass. During digital exploration of the posterior mass the 
finger slipped into a capsule and it shelled out with extreme ease. The 
patient left the Hospital on March 20th, 1927, with the wound well healed. 
She later developed severe head-ache and proptosis of the left eye and died 
in August 1927. 

Sections of the tumours, which were all of the same nature, showed 
that the growth was obviously a sarcoma. Spindle and polyhedral cells 
were arranged round blood vessels with degenerated areas in between the 
masses. The type of cells and their arrangement in places round vessels, 
the areas of necrosis, with other compact areas of tumour cells corresponded 
with Ewing’s description of a perithelioma and therefore he considered it 
as such aud would welcome comments on this point. He had not been 
able to find any accounts of perithelioma of the vulva in literature 
Ewing said they may arise from the loose subcutaneous tissue of the perineal 
region, but in view of the history of a previous mass in the left labium 
in this case it would appear that the origin was definitely vulval. He 
could not offer any explauation as to why the posterior mass remained 
encapsulated. 

Mr. W. W. KING (Sheffield) described a case of 

EPITHELIOMA OF THE URETHRA. 
Professor DouGat (Manchester) read notes of 
An Unusual VARIETY OF Fack OR BROW PRESENTATION. 


Mrs. C., a primigravida aged 25 years, sent for the midwife at 2.0 a.m. 
on November goth, when the membranes ruptured, this being the first 
sign that labour had commenced. Pains were strong but as progress was 
unsatisfactory a doctor was called to see the case at 5.30 a.m. on November 
roth. He found the os fully dilated but the presenting part high and 
indefinite. Twelve hours later the patient had made little progress but 
he was now able to make out a face presentation. The face was fairly high 
in the pelvis and the child’s mouth wide open and directed forwards and 
to the right side. The lower jaw of the child was out of reach and 
evidently held back by the pubic ramus on that side. 
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Dr. Dougal saw the case about mid-day on Nevember ith, when the 
situation was practically the same except that the presenting part was 
rather lower in the pelvis. The patient was having violent pains but het 
general condition was perfectly good. On holding back the perineum 
with the fingers it was possible to see the orbital ridges, eyes, upper lip 
and open mouth of the child and the caput was well marked over the cyes, 
nose and upper lip, the last being much swollen and resembling a large 
polypus. Careful examination under anesthesia showed the head to be 
lving in the right mento-anterior position with the lower jaw firmly 
caught above a little to the right of the symphysis. He inserted his hand 
into the vagina, pushed up the presenting part and flexed the lower jaw, 
which came down with a distinct click. The presentation was now a 
simple face with the chin anterior and he was able to complete delivery 
with forceps quite easily. The child was alive and weighed six and a hall 
pounds. 

Its appearance was not prepossessing, as there was a iarge caput over 
the face, and the lower jaw was so much displaced backwards that the 
child appeared completely devoid of chin. The mother’s pelvis was 
apparently normal. 

There was doubt as to whether the case should be considered as a brow 
or a face presentation. Face presentations were generally secondary and 
passed through the brow stage. Assuming that the brow presented in 
the first instance, there was an attempt at further extension into a face 
presentation, but owing to the chin catching on the pelvic brim and so 
extending the lower jaw, the full face was unable to descend and labour 
was therefore obstructed. He had never met with a similar case before, 
nor could he find any reference to the occurrence in any text-book. ‘There 
Was an illustration in Edgar’s book showing a child presenting by the 
brow with the mouth wide open, but the head was not so extended and 
the jaw itself did not appear to be the cause of obstruction. 


Professor DouGat also showed a 
SPECIMEN OF UNICORNUATE UTERUS. 


This specimen was probably an example of a bi-cornuate uterus with 
a rudimentary horn, but the latter was so poorly developed that it could 
not be definitely recognized as such. Part of the specimen was removed 
at operation, the remainder post-mortem, for the patient unfortunately 
died. She was a case of profound anzemia associated with profuse uterine 
hemorrhage and hysterectomy was undertaken as a last resort. 

On opening the abdomen the uterine horn was found lying transversely 
in the pelvis with the fundus close to the right pelvic wall and the right 
ovary and Fallopian tube lying behind it. To the left of the horn was the 
onvenxity of the upper surface of the bladder, and running across this 
towards the internal abdominal ring a flattened band. The left broad 
ligament was absent. At the internal abdominal ring the band just 
mentioned was joined by the lower pole of the ovary and then passed into 
the inguinal canal as a thick fibro-muscular structure. The ovary 
Was much clongated measuring four and a half inches in length and 
extended vertically upwards into the lumbar region, where it was attached 
to the posterior abdominal wall by a short mesovarium. Lying in close 
proximity to the upper pole, of the ovary was an isolated tubal ostium 
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days later the complete vagina was found to be secure and patent and a finger 
could be passed up to the cervix. 

The case is an example of high hamatocolpos with some degree of 
heematometra. The Fallopian tubes were open and a certain amount of 
regurgitation of menstrual blood had evidently taken place into the abdomen, 
for the peritoneal surfaces of the Fallopian tubes and peritoneal covering 
of the utero-vesical pouch were stained with old blood pigmeut. 

The interesting features of the case are: 

(1) The early age at which symptoms developed—the menstrual function 
evidently commenced about the age of 12 years. He had operated on a 
number of heematocolpos cases, but usually between the ages of 15 and 
18 years. 

(2) The high situation of the atresia. There was no bulging into the 
lower part of the vagina and it was impossible to reach the swelling from 
below. He suggested that it was a mistake to regard all these cases as 
of developmental origin. Might they not he due to acquired atresia 
following inflammatory conditions occurring in the genital canal during 
early life ? 

Dr. C. P. BRENTNALI. (Manchester) showed a specimen of 

VAGINAL CYST 
that had been associated with genital prolapse in a nullipara. 

The specimen had been removed from a single nulliparous woman in 
her late thirties who also had a complete uterine procidentia, which at 
first sight appeared to be a typical example of classical prolapse of third 
degree. The anterior vaginal wall with the cyst was the first to present 
at the vulva and was followed by the cervix. There was no elongation 
of the cervix and no cystocele, ever after removal of the cyst. The specimen 
consisted of part of the cervix, anterior vaginal wall to which was attached 
the cyst. The incisions were those of the ordinary ‘‘Fothergill’’ colpor- 
thaphy, really a wide anterior racquet incision for amputation of the 
cervix. The only type of prolapse he had seen previously in a nullipara 
was the long cervix type. This case appeared to belong to the classical 
type, with the cyst playing the part of the usual cystocele. A chronic 
bronchitis provided in this case the factor of strain. 

Mr. GouGu pointed out that genital prolapse in nulliparze was of more 
frequent occurrence in the North than in the South of England. His cases 
were mostly amongst weavers, and he thought that strain was the impor- 
tant factor. 

Professor Pui.uirs had noted the condition amongst farm workers 
(chiefly. 

Mr. St GEORGE W1LSoNn (Liverpool) read a case of 

FIBROLD OF VESICO-VAGINAL SEPTUM OBSTRUCTING LABOUR. 

Mr. A. GouGu (Leeds) read a note describing a 

SIMPLE METHOD OF TESTING THE PATENCY OF THE FALLOPIAN TUBES. 


The usual method of insufflation with gas (Rubin) required special and 
rather complicated apparatus. In the method to be described, saline solution 
was injected under its own hydrostatic pressure. Owing to the small 
calibre of the Fallopian tubes, the passage of fluid through them was very 
slow, but it could be made evident with the help of a simple device. 
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The Apparatus was available in any operation theatre. It consisted of 
eight feet of rubber tubing, with a funnel at one end, and at the other end 
the conical nozzle of a Higginson syringe. About two feet from the nozzle, 
the tube was interrupted by a “drop-counter.’’ It was important that the 
various junctions should be perfectly tight, so as to allow no leakage. A 
jug of sterile normal saline solution at 105” F.was required. 

Modus Operandi. With the patient in the lithotomy position, the cervix 
was seized with a vulsella and dilated up to No. 10 or so. An assistant, 
standing on a stool to attain the necessary height, took charge of the 
funnel and jug of saline. The solution was poured in until it flowed out 
through the lower end. The operator tested the apparatus by blocking 
the nozzle with his thumb, to satisfy himself that there was no leak. The 
nozzle was then firmly pressed into the cervix so as to make a water-tight 
junction. 

If the Fallopian tubes were blocked, the fluid did not run; or if at first 
a small amount entered, the flow soon ceased. If one or both the Fallopian 
tubes were patent, the fluid was seen to drip steadily through the drop- 
counter, generally at the rate of two or three drops per second. The pressure 
required might be from four to eight feet. corresponding to 100-200 mm. 
of mercury. With this apparatus it was impossible to employ a dangerous 
pressure, since the pressure could not exceed eight feet of water. 


An Ordinary Meeting of the Society was held in Manchester on October 
26th. The President, Mr. LerrH Murray (Liverpool) in the Chair. 


Dr. DoucGar, (Manchester) described a case of 
OVARIAN PREGNANCY. 


adinitted to the Royal Infirmary on the evening of August roth, last, with 
acute abdominal symptoms. There had been irregular uterine haemorrhage 
for about six days and previous to this a period of six weeks amenorrhcea. 
The acute abdominal symptoms commenced two days before her admission, 
the pain being worse on the right side. There was also definite shoulder 
pain. The patient was acutely ill and presented the typical appearance of 
a ruptured extra-uterine gestation. 

The operation was carried out by the assistant R.S.O. who opened the 
abdomen and found it filled with blood. The right ovary, which was much 
enlarged and coutained a blood cyst, was removed. The uterus and other 
ovary were quite healthy. : 

The specimen consisted of the right ovary and Fallopian tube. The 
ovary was enlarged and measured three inches by two inches by two inches. 
It contained two cystic cavities, the larger being a typical dermoid cyst, 
with sebaceous contents and embryonic process, the smaller a typical 
blood mole. Sections of the mole showed chorionic villi quite definitely. 
The Fallopian tube on this side was perfectly healthy. The specimen was 
a good example of ovarian pregnancy and was of added interest because 
of the associated dermoid tumour. 


The patient was a young married woman 22 years of age aud was 


Dr. DouGar also described a case of 
SARCOMA OF THE UTERUS. 


The patient was 58 years of age and had been married 33 years. She 
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had borne one child 25 years previously. Fourteen years ago one breast 
had been removed for carcinoma and three years later a similar growth 
was removed from the opposite breast. The menopause occurred at 55 
years and aiter this there were one or two irregular periods and then nothing 
Was seen until about seven months before operation. During this period of 
seven months she had had a constant blood stained and yellowish discharge. 
She complained of no pain, the discharge being the only trouble and the 
one for which she sought medical advice. Her general health had not been 
good for six months and her appetite was poor. On examination the 
uterus was much enlarged aud formed a firm uniform tumour reaching 
almost to the umbilicus. A diagnosis was made of carcinoma of the body 
of the uterus or carcinoma with fibroids and she was admitted immediately 
to Hospital. 

She was operated upon on February 1ith, 1925, and the uterus was 
removed with both appendages. One or two enlarged glands were also 
removed from the iliac groups. The uterus was about the size of a five 
months’ pregnaucy, and contained a large necrotic growth in its cavity. 
There were also one or two small fibroids. The hysterectomy was perfectly 
straightforward and the patient made an uneventful recovery and went 
home at the end of three weeks. 

The uterus measured seven inches in length, five inches in width and four 
inches antero-posteriorly. ‘There was a fibroid about the size of a walnut 
low down on the right side and one or two smaller fibroids elsewhere in the 
wall of the uterus. The enlargement of the uterus was due to a large 
necrotic tumour which filled the cavity and showed areas of haemorrhage. 
Microscopic examination showed the growth to be a round celled sarcoma, 
so presumably it originated in the endometrium. Three months after dis- 
charge from Hospital the patient complained of severe sciatica in her right 
leg. 

On examination he found a definite fixed swelling in the right side of 
the pelvis and advised that there was nothing more to be done except to 
relieve her pain. However, as her own doctor was anxious that some 
further treatment should be tried, she was re-admitted aud Dr. Birkett 
applied radium by needles inserted into the right vaginal fornix. This 
treatment did not improve matters, for within four weeks she had become 
so ill that she had lost the use of her lower limbs. She was admitted to 
the Christie Hospital where she died in about a fortnight’s time, four months 
after the uterus was removed. 

Dr. Powell White made a post-mortem examination and his report was 
as follows : 

“There is a recurrent mass of growth occupying the pelvis and infil- 
trating the vagina and bladder, giving rise to acute cystitis. The growth 
has extended along the walls of the pelvis behind the rectum,but the latter 
is not infiltrated. The growth has involved the upper part of the sacrum 
and the adjacent portions of the tleum on both sides and has invaded 
the spinal canal producing compression of all the roots of the cauda equina. 
There are no enlarged glands and no metastases. The sites of operation 
in both breasts are quite sound. 

Microscopically the growth 1s a small round celled sarcoma and i 
infiltrating the bladder, muscle walls, nerves and bones.”’ 

In his experience sarcoma was a very rare tumour. He had only seen 
four of them during the last three years. The majority of the patients 
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had been elderly women, past the menopause. A point of interest in the 
present case was the extraordinary infiltrating power of the tumour which 
had largely destroyed the sacrum and lower part of the spinal cord. 
gely 5 
Dr. BRENTNALL, Showed a specimen of 
SARCOMA OF THE UTERUS. 


The growth was largely submucous, apparently in process of becoming 
polypoid, although in places it reached almost to the peritoneal surface of 
the uterus. It was nowhere encapsulated but macroscopically it was of 
the circumscribed variety. He thought it was a primary sarcoma of the 
uterine muscle, arising as such de novo, and not in a pre-existing fibroid. 
In the fresh state the tumour was soft and the cut surface presented a 
yellow and lobulated appearance. There were no hemorrhages into the 
tumour, no evidence of gross necrosis or formation of cystic spaces such as 
were described as occurring in these tumours. 

Sections of the tumour showed it to be composed of solid masses of small 
round cells. There was nothing to suggest a fibromyoma. The patient 
was alive and well two years after operation. 

Dr. DONALD discussed the question of the diagnosis of sarcomata, and 
the PRESIDENT commented on the extreme malignancy of the tumours in 
his experience. 

Dr. Doucar described two cases of 


RED DEGENERATION IN FIBROIDS. 


He said the time had long gone past when the subject of red degeneration 
in fibroids was likely to arouse any particular interest at a Gynzecological 
Meeting, yet he ventured to bring forward the notes of two cases in the 
hope that they might provoke some discussion and possibly revive some 
of the controversies which raged fifteen or twenty years ago, and in which 
the President and Dr. Fletcher Shaw played such prominent parts. 

The cases belonged to the acute type of red degeneration in which the 
symptoms might fairly be described as those of an acute abdominal crisis, 
comparable in many ways to those associated with torsion of the pedicle 
of an ovarian tumour. 

Case 1. Mrs. W., aged 48 years, married 25 years, no pregnancies. 
Menstruation irregular, the periods occurring at long intervals and the 
loss being excessive. Three days after the commencement of her last 
period she was seized with sudden right sided abdominal pain and collapsed. 
Her pulse became very rapid and her temperature soon rose to Ior’. 
He saw her tio days later aud by that time the pain had abated somewhat 
though it was still severe and she looked very ill. 

On examination he found considerable tenderness and rigidity of the 
lower abdomen and per vaginam a very tense tumour about the size of an 
orange and obviously contiected with the uterus. A diagnosis of uterine 
fibroid with red degeneration was made and he operated upon her the same 
day. He found a fibroid in the right wall of the uterus and growing into 
the right broad ligament, and performed a hysterectomy, recovery being 
uneventful. 

On cutting into the uterus after the operation the tumour was seen to 
have the typical appearance of a necrobiotic fibroid, but more striking 
than its colour was the extraordinary tension inside the capsule. When 
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the latter was cut into, the tumour spread out and increased considerably 
in size. 

Case 2. Mrs. L., aged 25 years, married six months, no pregnancies. 
Menstruation regular and loss normal. Last period three weeks previously. 
This patient was admitted to the Royal Infirmary as an urgency and com- 
plaining of most severe abdominal pain accompanied by vomiting. There 
was considerable collapse. Her pulse was 120 and her temperature 100 
The pain commenced two days before admission and continued severe up to 
the time of operation five days later. 

On examination a large abdominal tumour was found reaching above 
the umbilicus. The tumour was painful to the touch, firm and very tense. 
At the subsequent operation the abdomen was opened and the uterus 
removed. Myomectomy was considered inadvisable owing to the patient’s 
serious general condition. She made a good recovery. 

During the operation the extraordinary tenseness of the uterus was 
noticeable and on cutting into it afterwards the same features were revealed 
as in the previous case, a red fibroid under extraordinary tension. It was 
obvious, he thought, that the acute pain in the cases described must have 
been due to the high tension within the capsule of the tumour, and that 
this in turn must have resulted from interference with the return blood flow. 
FLETCHER SHAW and LreItH Murray both agreed that this interference was 
due to thrombosis, but was not the process of thrombosis too slow to 
account for the sudden onset of the symptoms? May there not have been 
some other factor which suddenly held up the return circulation and was 
followed later by a secondary thrombosis after stasis had occurred ? 

In the case of a twisted ovarian, this factor was readily demonstrated 
in the pedicle, but the great majority of red fibroids were intramural, 
and the only way in which the circulation could be suddenly obstructed 
would be by spasm of the surrounding uterine muscle. This might easily 
be set up by the irritation of the tumour acting as a foreign body in the 
same way that the muscle of the gravid uterus sometimes developed a 
spasm—tonic contraction or contraction ring—as a result of a similar 
stimulus. The uterine muscle was more sensitive during menstruation 
and in the gravid state and we know that degeneration was more frequently 
met at these times. 

It might be urged that there was no blood extravasation in the tumour 
in the case of red degeneration, whereas in a twisted ovarian tumour 
this was present in the cyst wall and in the loculi. The consistence of 
a fibroid, however, was much tougher than that of an ovarian cyst and 
the vessels were therefore less likely to rupture. 

Fletcher Shaw had divided fibroids of a red colour into two pathological 
classes, thrombotic and angeomatous, and was of opinion that cases with 
clinical symptoms belonged to the former group. In many of these throm- 
botic cases, however, the symptoms were few or very slight, so the process 
of thrombosis did not completely explain the very acute symptoms he 
had described. Two days ago he removed a typical red fibroid associated 
with pregnancy and the patient had never complained of any pain whatever. 

Dr. FLETCHER SHAW (Manchester) still considered that thrombosis was 
the primary condition. He had searched in vain for some other common 
factor to explain the sudden onset of the symptoms. 

The PRESIDENT adhered to his original view that thrombosis was not 
a primary process in red degeneration. It was, however, proportionate to 
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the acuteness of symptoms. Red fibroids with minor symptoms showed 
no more thrombosis than was found in chronic necrobiosis (wash leather 
fibroids). He was greatly interested in Professor Dougal’s suggestion that 
spasm around the capsule was a factor in rapidly raising the tension within 
the tumour. 

He deprecated hysterectomy in a girl of twenty-five and believed that 
full doses of morphia might have tided over the acute period and allowed 
of myomectomy. This latter operation was an easy one in cases of necro- 
biotic fibroids; the capsule was never very vascular even in pregnancy, 
and leakage from an area of liquefaction seemed to be unimportant. 

Mr. W. W. KiNG (Sheffield) said that it was generally accepted that the 
pain in red degeneration was the result of thrombosis and that the colour 
was, as the President had shown, the result of lipoid action upon the blood 
pigments. Professor Dougal’s suggestion that muscular spasm played an 
important part in the production of the pain seemed very probable. In 
view of the fact that acute symptoins associated with red degeneration 
occurred either during pregnancy or during the formation of its prototype, 
the pre-menstrual decidua, it seemed possible that there was an zetiological 
relationship differing only in degree, between the pain and intravascular 
clotting found both in red degeneration and in concealed accidental heemorr- 
hage. The much exploited histamine or any other circulating poison 
might so damage susceptible vascular endothelium as to precipitate throm- 
bosis and to set up the spasm which was such a striking feature of concealed 
accidental haemorrhage. 


Dr. DoucGar, (Manchester) read a 
Notk ON DECIDUAI, FORMATION IN THE OVARY DURING PREGNANCY. 


When performing Czesarian section or some other operation on the 
pregnant uterus he had often been struck by the peculiar appearance of the 
ovaries. The outer surfaces were streaked or mottled with a reddish brown 
material, and this on microscopic examination was seen to be composed of 
irregular outgrowths of connective tissue apparently derived from the tunica 
albuginea. The cells of this tissue frequently showed a decidual reaction. 

The ovary which he was now showing was removed along with a three 
months gravid uterus from a woman with severe mitral stenosis in whom 
it was considered advisable to terminate the pregnancy and perform some 
sterilizing operation at the same time. Both ovaries from this case showed 
the streaked appearance he had described, but in this particular one the 
condition was more marked and almost resembled a papillary growth. 

Its appearance on microscopic examination was that of typical decidua. 

The decidual cell was generally described as being large and oval with 
faintly granular and vacuolated protoplasm and a prominent nucleus. Both 
nucleus and protoplasm stained faintly with the usual reagents. The 
cells themselves lay in a fibrillar matrix and around them were numbers 
of small round cells. 

WILFRED SHAW gave the classical characters of decidual formation as 
the presence of decidual cells together with round cells in a fibrillated 
matrix. 


The origin and distribution of decidual cells. 
The decidual cell was normally and properly found in the endometrium 
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where it was derived from the stroma cell and it could be demonstrated in 
the pre-menstrual phase of menstruation and in uterine and extra-uterine 
pregnancies. Its distribution, however, was much wider than this for it 
had been found in the muscle wall of the uterus, the cervix, Fallopian 
tubes. ovaries,pelvic peritoneum, appendix, omentum and various other 
organs. (Ectopic decidual cells). This distribution closely resembled that 
of endometrioma and if one accepted Sampson’s theory as to the causation 
of these tumours one was tempted to ask if the ectopic decidual cells had 
any relation to them. Wilfred Shaw did not accept Sampson’s views on 
endometrioma and explained the distribution by suggesting that the property | 
of decidual formation was not inherent in all cells but only in those derived 
from the sub-coelomic connective tissue. In true cases of endometrioma 
whether in the uterus, recto-vaginal space or ovaries, a decidual reaction 
could generally be demonstrated during pregnancy. 


Characters of decidual formation in the ovary. 

The occurrence of decidual formation in the ovary was stated to be very 
constant during pregnancy whether the latter be uterine or extra-uterine, 
and Wilfred Shaw and others had found a similar change during menstrua- 
tion. The cells were arranged usually in groups in the connective tissue 
of the tunica albuginea and formed either nodules projecting from the 
surface of the ovary or flattish areas. More rarely the cells were found deep 
in the cortical stroma. In the case of ovarian pregnancy which he had 
described there was a very well marked nodule of decidual cells immediately 
under the surface of the ovary. 

It was formerly supposed that decidual cells were produced through the 
local stimulus of the embedded ovum, but this view was untenable at the 
present time, for it was now realized that the decidua of pregnancy was 
merely a further development of the decidua found during the pre-menstrual 
phase, and was developed whether the ovum was in the uterine cavity or 
elsewhere. 

As a matter of fact, pregnancy was not necessary for the formation of 
a decidua at all, for Loeb was able to produce this structure in rabbits 
during pseudo-pregnancy by injuring the lining of the uterine cavity. This 
observer’s experiments appeared to show that the primary factor in the 
formation of the uterine decidua was the presence in the circulating body 
fluids of a hormone developed in the corpus luteum, This hormone sensitized 
the uterine mucosa and other cells which then formed a decidua in response 
to any non-specific irritation, 

The PRESIDENT described the occurrence of islands of decidual tissue on 
the peritoneal surface of the utero-vesical reflexion. He showed micro- 
scopical sections of such an island which, though easily removed by light 
pressure, left a raw bleeding surface behind. 

Mr. W. W. KING (Sheffield) said that he had excised one of these rusty 
looking ovaries at a Cvesarean section about the time of the publication 
of Wilfred Shaw’s paper and found decidual cells both on the surface and 
in the substance. The latter were of special interest as they appeared to 
be either a decidual change in the connective tissue cells of an old: corpus 
luteum or a metaplasia of the lutein cells themselves into decidual cells. 
He showed slides illustrating the presence of the decidual cells arising 
in the corpus luteum, but confessed that he was unable to determine from 
which type of cell they arose. He had seen similar rusty-looking ovaries 
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in the course of operations upon fibroids but on section these only showed 
connective tissue aud mesothelial cells derived from the peritoneum. 


Dr. J. W. Burns (Liverpool) read a paper on 
? SYPHILIS OF THE CERVIX MISTAKEN FOR CARCINOMA. 
Dr. GERRARD (Manchester) described a case of 
RUPTURE OF THE UTERUS. 


The patient was admitted to hospital after the first twin had been 
delivered by natural forces. The second twin was impacted, the hand and 
cord being prolapsed. Attempts at delivery by version had been made 
without success. 

Ou adimission the patient was in good condition with a pulse of 102. 
On abdominal examination the most obvious feature was the prominence 
of a foetal limb to the left of the umbilicus. This was easily identified as 
a leg and the possibility of rupture of the uterus was discussed but was 
ruled out owing to the excellence of the patient’s general condition, the 
suggestion being made that the uterine wall was extremely thin from dis- 
tension by twins and hydramnios. The pelvic measurements were normal. 
Vaginal examination revealed a prolapsed hand and foot and an umbilical 
cord which was not pulsating. There was no bleeding. Under anzesthesia 
delivery of the child was effected without difficulty by traction on the 
presenting foot. There being no abnormal amount of bleeding after this 
manceuvre the patient was left to deliver the placenta herself. On palpation 
of the uterus abdominally a rather puzzling state of affairs was found. The 
impression obtained was that the placenta had left it, but downward pressure 
failed to push it out from the vagina and on drawing the uterus upwards 
the cord shortened. It was therefore presumed that the placenta was still 
in utero. After an hour’s time there was no sign of the placenta, the 
patient’s condition was not too good, but there was no cause for alarm. 
After two hours she was beginning to show signs of shock and as there 
had been a little bleeding a further anzesthetic was given to allow manual 
removal to be performed. On introducing the hand into the uterus no 
placenta could be found and one became aware of a large rupture of the 
anterior wall of the lower segment. The cord was therefore cut off short, 
the vagina carefully swabbed out with antiseptics and packed with sterile 
gauze, and the patient who was by now in rather a critical state was removed 
to the theatre. 

On opening the abdomen he found the missing placenta in the region 
of the spleen. There appeared to be quite a negligible quantity of blood 
in the abdominal cavity, less than an ounce in fact, and there was no bleeding 
from the torn uterus which was well contracted, but it was deemed advisable 
to perform hysterectomy. This was done rapidly by the ordinary sub-total 
technique except that an opening was left in the cervix for drainage. The 
pelvis was peritonized, the abdomen mopped out and the abdominal wall 
sutured in layers, no drain being left in. An intravenous saline was given 
and the patient treated for shock on the usual lines, but she was placed 
in Fowler’s position as soon as it was deemed advisable. The patient had 
a swinging temperature and some vaginal discharge for a week following 
operation but the abdominal wound showed no signs of suppuration and 
the patient was able to proceed home within three weeks. 
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The points of interest in this case seemed to be :— 

1. The small amount of hemorrhage, due presumably to the situation 
of the tear, and in contrast he cited a case which he saw about a month 
later where a woman was admitted to hospital with a breech born as far 
as the head which was hydrocephalic. While the instruments were being 
boiled the patient suddenly cried out, collapsed and was dead within ten 
minutes. Post-mortem examination revealed a tear through the uterine 
artery. 

2. The fact that one of the child’s legs was probably projecting through 
the rupture into the abdominal cavity when the patient was admitted 
and would have given them the diagnosis had her condition not been 
so good. 

3. That the placenta and membranes should be delivered into the cavity 
of the abdomen. 

Mr. W. W. Kinc (Sheffield) described the 

FORMATION OF ARTIFICIAL, VAGINA. 

This modification of the operation for the formation of a new vagina 
was based upon the one originally described by Graves and recently modified 
by Davies and Cron. 

The methods adopted for the formation of an artificial channel in cases 
of congenital or acquired absence thereof comprised :—(1) Those of the 
Baldwin type in which the small intestine was used; (2) The Schubert type 
in which a segment of rectum was employed and (3) Those in which the 
vagina was fashioned out of vulval flaps.» The Baldwin operation gave very 
good results from a functional point of view, but it had a heavy mortality 
amounting to 17.5 per cent. Operations which employed portions of the 
rectum gave nearly as good functional results and had a much lower 
mortality of 3.3 per cent. The objection to the method was that it was 
liable to be followed by incontinence of faeces or fecal fistulae. Many women 
would risk a 3.5 per cent. mortality even for a plastic operation to avoid 
a nullity suit, but all would prefer a life of celibacy to a life of faecal 
incontinence. 

Because of these objections, and perhaps also on account of a certain 
tepugnance to the idea of using portions of the intestinal tract for inter- 
course, attention had been focussed upon the flap methods of operation. 
Papers had recently appeared by Frank and Geist and by Davies and Cron 
which described operations of this type. The speaker had no experience 
of the former operation which involved raising bridge-like flaps from the 
thigh which by three successive operations which transferred to the recto- 
vaginal space to line the new canal. He had, however, the opportunity of 
performing the operation of Davies and Cron. He found certain difficulties 
in the technique and the result was a vagina which was rather small and 
too short. As a result he had devised a technique which he had the 
opportunity of employing in one case with apparent success, though 
sufficient time had not elapsed to speak of the final result. 

The steps of the new operation were described in detail and illustrated 
by lantern slides, from original drawings. 

Dr. Batky (Manchester) described a case of 


MELANOTIC SARCOMA OF THE VAGINA WITH SECONDARY DEPOSITS IN THE 
INGUINAL GLANDS, 
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The patient—a widow, 71 years of age—had had no children. The meno- 
pause occurred at the age of 48 years. She complained of a “lump” in the 
vulva which had grown gradually from a ‘‘sore place’? noticed about two 
years before. There had been an offensive vaginal discharge during the 
last eighteen months. Local pain of a shooting character had been present 
during the last twelve months, combined with a dull aching pain in the 
left thigh. There was a definite loss in weight during the last two years. 
Increased frequency of micturition had also occurred during this period, 
but had lately given place to difficulty and pain. The patient—a small, spare 
type—bore few traces relative to the presence of malignancy, and presented 
a fair general condition. 

Examination disclosed a large fungating mass, the size of a cocoa-nut, 
protruding from the vagina. This mass was attached to the region of the left 
labium minus and left vaginal wall over a relatively small area. though 
one could not say that it was pedunculated. A further smaller growth 
emanated from the region of the posterior vaginal wall, near its junction 
with the perineal skin. There was also a hard nodular area in connection 
with the under surface of the urethral orifice. In addition to these growths, 
the vulva showed scattered irregular areas of a definitely gangrenous nature. 
These spread as far upwards as the mons, downwards to the anal canal, 
and laterally to the skin covering the adductor muscles. 

In view of the obvious local discomfort he decided to excise the vulva 
as far as possible—thus removing the main mass. This he did on June 7th. 
The base of the main mass was included in the excision, as was also the 
smaller perineal growth. It was impossible totally to extirpate all the 
gangrenous areas, and he did not prolong the operation in order to excise 
the nodule from the urethra. To his intense surprise the incisions healed 
in ten days by first intention. Moreover, the scattered grangrenous areas 
cleared up within two weeks. The patient appeared much better. Mean- 
while he had examined the growth microscopically and ascertained its 
nature. Such was the startling nature of the patient’s improvement—and the 
completeness of the healing—that he further decided to deal with the 
involved glands and the urethral nodule. 

The second operation was performed on July 17th, less than six weeks 
after the first. At this operation the nodule below the urethral orifice was 
found to penetrate the wall of the urethra and a much larger prolongation of 
it almost completely blocked the urethral lumen. This, of course, caused 
the difficulty in micturition. The urethral orifice was reconstructed after 
removal of this growth, which ‘shelled out’? like a small gland. The 
involved glands in both inguinal regions were then removed and the fatty 
tissue cleared out. Complete healing again took place and the patient was 
discharged from hospital on August oth--two months after admission 
without a sign of the growth. 

The specimen was in two portions: (1) A heavy surface infection of 
the main mass was present, together with large superficial areas of necrosis. 
The interior was somewhat firmer. Microscopically the tumour was found 
to be of the nature of a fibro-sarcoma, and containing areas of large 
irregularly shaped cells possessing active nuclei. There was evidence of 
the presence of melanin in this main tumour only in one small micro- 
scopical field. (2) The inguinal glands. when cut across, exhibited relatively 
large areas of black pigment. Their histological structure resembled that 
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of the main growth, with the exception of the presence of greatly increased 
melanotic deposits. 

In both the main tumour and the glands it was difficult to say whether 
the large cell areas were not of the nature of endotheliomata. 

The rarity of the condition of sarcoma of the vulva or vagina was well 
known. In this case, the origin of the main growths was actually from 
the vaginal wall, but near its junction with the vulval skin. Jellett collected 
reports of 39 cases of sarcoma of the vagina. Prof. Blair Bell, in collecting 
21 cases of sarcoma of the vulva from the literature, indicated that the age 
incidence was relatively early. In conclusion the speaker recorded having 
seen the patient again yesterday. There was now a small recurrence in 
the region of the left vaginal wall, close to the incision. The patient felt 
well. He thought that radium would now have to be employed. 

Dr. Donaip (Manchester) showed a specimen of 

UTERUS SUB-SEPTUS 

removed from an unmarried lady aged 56. She had no regular periods for 
six years, but for some months had frequent uterine heemorrhage. On 
examination under an aneesthetic the double condition was not made out 
as the uterus was small and no definite tissue was obtained by the curette. 
There was very free bleeding which was the deciding factor in the choice 
of a panhysterectomy. There was'a fibroid the size of a hazel nut in the left 
cornu and a soft friable adenocarcinoma in the right cornu. 

Dr. DonaLp also showed a specimen of 

CARCINOMA OF CERVIX AND Bopy OF THE UTERUS. 


The primary growth was evidently in the cervical canal and the whole 
cervix above the external os was deeply invaded. Above this and situated 
in the muscle of the body of the uterus was a rounded mass, about the 
size of a walnut, which proved to be a solid alveolar carcinoma. 
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EDINBURGH OBSTETRICAL SOCIETY. 


The first meeting of the 88th session of the Edinburgh Obstetrical Society 
was held on 14th November, when Dr. HatG FERGUSON gave his presidential 
address on Matthews Duncan. The choice of subject was of especial interest 
to the Fellows of the Society as Matthews Duncan became an ordinary 
Fellow in 1848, was elected a Vice-President for the years 1872-3, and became 
President in 1874. The choice was further enhanced by the fact that 
Matthews Duncan was personally known to Dr. Haig Ferguson. 

After a vivid recollection of his person, Dr. Haig Ferguson dealt with 
Matthews Duncan’s early life, and his outstanding career at Marischal 
College, Aberdeen, where he carried everything before him. His relation 
with Sir J. Y. Simpson was then alluded to, and a great point was made 
of his intimate connection with the discovery of chloroform—a fact which is 
not very well known to the people of to-day. An accurate account of his 
valuable publications and addresses was given, and extracts from his diary 
were read which helped those present to realise what a great man Matthews 
Duncan was and how advanced his ideas were. His life in Edinburgh was 
fully dealt with, and the great loss sustained by Edinburgh on his departure 
to London to take up an appointment at St. Bartholomew’s Hospital. In 
London he enjoyed a greater sphere of work and his marvellous gift and 
pleasure in teaching the younger generation was taken full advantage of. 
It was interesting to note that however busy he was in London, he was 
never too busy to receive friends from Edinburgh, and to enjoy a ‘‘crack’”’ 
about Edinburgh affairs and his old Edinburgh friends. 

Dr. Haig Ferguson concluded his address by emphasizing the direct, 
simple nature and the true Christian faith that upheld so great a man who 
was not only one of the most famous Gynecologists that there have ever 
been, but one of the great personalities in medical history. 
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ROYAL ACADEMY OF MEDICINE IN IRELAND. 


A Meeting of the Section of Obstetrics of the Royal Academy of Medicine 
in Ireland was held in the Royal College of Physicians on Friday, 
October 26th, 1928, the President (Dr. Gipson FirzGreson) in the Chair. 

The PRESIDENT read a paper on 

FIBROMYOMATA. 


Dr. D. G. MApILy said he regretted that the President had said nothing 
about the differential diagnosis of fibroids. In cases where myomata were 
present in patients who had a chance of fertility afterwards, he always 
performed myomectomy, but if there was no chance of fertility he performed 
a supravaginal hysterectomy. 

Dr. BETHEL SOLOMONS said that the cause of fibroids was still undis- 
covered. Although it was sugested by the figures in the paper that celibacy 
was not to blame, it seemed possible that there might easily be a fallacy 
in these figures, for unmarried women were slow to consult a doctor, so 
that fibroids might not be discovered until marriage. The fact that the 
common sequence of events was (1) fertility, (2) sterility, (3) fibroids, might 
be explained on the hypothesis that infection at labour was the determining 
factor. Sterility was a frequent companion of this type of tumour. 

In considering treatment, myomectomy was the choice, but it was a more 
dangerous operation than hysterectomy, and cases must be carefully chosen. 
In women about 4o, even when sterile, hysterectomy was often necessary 
in the presence of multiple fibroids. Sub-total hysterectomy was a more 
simple and less dangerous operation than total hysterectomy, but the latter 
should always be done when the cervix was involved in tear or erosion, 
when leucorrhcea was present, or when there was any suggestion of malig- 
nant disease. He raised the question of the desanguinated patient with 
fibroids, and gave his opinion that it was best to do an immediate bloodless 
hysterectomy without any previous transfusion, and to transfuse after 
operation if necessary. Sometimes one was forced into the performance of 
myomectomy in pregnancy. but this was fraught with danger: and he 
believed in leaving them alone until after labour when possible. 

Dr. A. H. Davipson said that the President’s paper pointed to the fact 
that fibroids caused sterility. Referring to the etiology of fibroids he 
mentioned a theory which was propounded in the Vienna School of Medicine 
that fibroids were an ovarian disease with uterine localization. Recently 
he had carefully examined the ovaries in cases of fibroids, and had found 
them very large. In cases of myoma where the patients had lost a lot of 
blood, he was strongly of opinion that operation should not be carried out 
while the patients were in a bloodless condition. 

Dr. J. S. Quin mentioned a theory, that the presence of fibroids in the 
uterine wall left a condition which was not suitable for conception, and 
sterility arose, and said that the position of a fibroid in the uterus modified 
to a great extent all the symptoms of which the patient complained. He 
disagreed with Dr. Davidson about not operating on an anemic patient, 
and thought that in these cases the only treatment was immediate hysterec- 
tomy, followed by transfusion, 

Dr. R. M. Cornet referring to the question of delivery complicated by 
fibroids said that one medical man had collected 300 cases with a maternal 
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mortality of 30 per cent. and a foetal mortality of 60 per cent. Regarding 
the question of differential diagnosis at operation between a case which 
was malignant and one which was not, he said that if the uterus was removed 
and split, it was possible to find a carcinoma if it was present, but in cases 
of myomectomy, the position was not the same. 

Dr. WENTWORTH TAYLOR referring to cases which bled very profusely 
said he thought it was better to give a small transfusion at first, and if 
necessary repeat it, than to give a large transfusion straight away. 

Dr. R. J. ROWLETTE referring to the question of infection said that 
superficial infection of a sub-mucous myoma was common, but infection 
in the substance of the myoma was much more rare. The question of the 
association of myoma with malignancy was interesting and important. The 
association had been found to be about two per cent. The number of 
cases in which adeno-carcinoma were found in uteri which had been removed 
for carcinoma was small. In four per cent. of uteri removed for carcinoma 
there was a small fibroid present. He thought it was not generally recog- 
nized that when sarcoma occurred in a myoma, it generally occurred in 
old age, certainly after the menopause. The question of causation was of 
immense importance, and the President’s figures went far to abolish the 
old teaching that fibroids were much more common in married than in 
unmarried women. 

Dr. G. TiERNEY referred to a book by Bourne in which he quoted Giles 
who stated that the operative risk for hysterectomy was .97 per cent. and that 
for myomectomy was .g3 per cent., and that the percentage of women who 
became pregnant subsequent to having myomata was 28, and the necessity 
for subsequent operation after myomectomy was three per cent. Menorrhagia 
was a marked symptom in Giles’ cases, and as a symptom, was uninfluenced 
by myomectomy in 20 per cent. of cases. 

Dr. O’DONEL BROWNE asked if in cases in which a fibroid was situated 
low down in the lower segment at the beginning of labour, there was any 
method by which it was possible to form an opinion as to whether vaginal 
delivery was possible or not. 


The PRESIDENT replied, and the meeting concluded. 


A Meeting of the Section of Obstetrics of the Royal Academy of Medicine 
in Ireland was held in the Royal College of Physicians on Friday, November 
23rd, 1928, the President (Dr. Gipson FitzGippon) in the Chair. 


The Master of the Rotunda exhibited two specimens :— 
1. CARCINOMA OF THE CERVIX, REMOVED BY THE WERTHEIM METHOD. 


The patient, aged 36, was a five para, whose last baby was eleven months 
old. Two months after the birth, menstruation returned, and she had bled 
alinost continuously for nine months when she came to the Rotunda. The 
growth was very extensive locally, but did not appear to involve either 
parametria, bladder, or rectum. The operation and recovery were without 
incident. Dr. Bourke’s report of the specimen: ‘‘A solid carcinoma 
originating from the squamous epithelium of middle maturity. The tumour 
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has infiltrated the cervix, but the proliferation is more external than 
internal.’’ The measurement of a half section of the growth after removal 
Was 4.5 ¢.cm. 

Dr. SoLoMONS dwelt on the fact that radical operation was the choice 
for a case of this type, i.e. a growth freely movable and of great magnitude : 
it would require a large quantity of radium for such an extensive growth. 
He gave post-operative X-rays as a routine. 


2. A LARGE FIBROID. 

The patient was aged 35. Married for one year. No previous pregnancy. 
Amenorrhcea for five months; some slight abdominal pain. Signs: On 
exainination a soft tumour, obviously a five months’ pregnancy, in the lower 
abdomen. Separated from it by a slight groove, and filling the whole of 
the rest of the abdomen,was a large hard somewhat regular tumour. This 
was freely mobile and slightly resonant on percussion. An X-ray film 
confirmed the diagnosis of pregnancy. The spleen shadow was visible, 
and there seemed to be a slight connection between the pregnant uterus and 
the tumour. The differential diagnosis lay between a spleen, a mesenteric 
tumour, and a large fibroid or an ovarian tumour. A blood count showed 
the red cells 3,336,000; Hzemoglobin 60 per cent; Colour index .g. On 
opening the abdomen it was obvious that the condition was a fibroid : it 
filled most of the available space in the abdomen. Having been delivered, 
it was removed from the left cornu of the pregnant uterus, and the cavity 
stitched. There were four other fibroids in the uterus, one of which was 
removed : there was very alarming heemorrhage from the bed of this tumour 
which seemed to be over the placental site : the haemorrhage was controlled 
by suture. It did not seem available to remove any of the other tumours, 
as they would not interfere with the pregnancy which is still progressing. 

Th PRESIDENT agreed with the Master of the Rotunda Hospital that 
the only treatment in the second case was removal of the tumour. He 
thought the prognosis was good. He was specially interested in the 
diagnosis of this case, because he had recently seen at Mercer’s Hospital 
a somewhat similar one. The patient had a fairly large tumour filling the 
middle of the abdomen which at first suggested a spleen, but the blood 
count negatived this. The abdomen was opened, and a malignant growth 
of the mesentery found. 


Dr. D. G. Mani, referring to the fact that in the second case the patient’s 
last confinement had taken place only nine months before the finding of 
the tumour, asked if there had been any history of difficulty at the confine- 
ment, and said he did not think the tumour could have reached its present 
magnitude in nine months. He thought it probable that there must have 
been some evidence of malignancy at the confinement. 

Professor A. H. DAvrpson said he thought it was time that an authorita- 
tive statement on the present position of radium and operation in cases 
of cancer of the cervix was issued. He had seen a great many inoperable 
cases which had been treated by radium in which the results had not been 
satisfactory, and could only remember one inoperable case which had been 
treated about four years previously, in which there had been no recurrence. 

Dr. R. M. Corset said he thought if carcinoma was found soon after 
confinement the prognosis was favourable, as this meant that it was found in 
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an early stage. He referred to a patient of his own who had had a normal 
delivery in July 1925, and who in December 1920 had been sent to him again 
with a diagnosis of incomplete abortion. He had found a malignant condi- 
tion done a Wertheim operation, and the patient had been perfectly well 
since. 

The MASTER OF THE ROTUNDA in reply. said that the first patient was 
confined in the country eleven months previously, and he was informed 
there was no difficulty in the labour. He agreed with Dr. Corbet that 
a tumour discovered apparently soon after confinement, meant probably 
a favourable prognosis. He did not believe that sarcoma was likely to 
be found in the microscopic sections. It was extremely difficult to estimate 
result from radium therapy and operation for carcinoma of the cervix. Both 
depended on the skill of the operator. Heyman of Stockholm was getting 
excellent results with radium which he used in all cases : 


his technique 
was beautiful. 


It was difficult for men who had not a large quantity of 
radium, and who had not the experience necessary to obtain the best 
technique, to compare their results with those of Heyman and others. The 
same remark applied to the operation. The Wertheim operation was 
difficult, and the best results were obtained by the man with the largest 
experience. He, Dr. Solomons, advocated operation for operable cases, 
and he used radium for the other types. In the latter, working with Dr. 
Stevenson, he had had some striking improvements. It was an easy matter 
to pick out the authoritative papers on operation and radium therapy from 
the others. 


Professor A. H. Davrpson showed a specimen of 


MYoMATOUS UTERUS WITH AMPUTATED FALLOPIAN TUBE. 


The patient, a woman aged 50, complained of irregular and severe uterine 
hemorrhage for the past six months. She had been married 26 years and 
had no children or miscarriages, and her menstrual periods had been 
regular up to six months ago. A fibrous polypus was found protruding from 
the cervical canal, and a multinodular fibroid uterus. In view of the 
patient’s age, Professor Davidson decided to perform hysterectomy. At 
operation a peculiar and interesting condition of the right Fallopian tube 
was found. There was a complete amputation of the Fallopian tube at the 
inner end of the isthmal portion, and there was a thin fibrous cord running 
from that point to a cystic enlargement filled with caseous material, adhered 
to and embedded in a portion of the omentum. It seemed as if the Fallopian 
tube had become parasitic on the omentum. The left Fallopian tube, the 
seat of old standing salpingitis, was disorganized. A hysterectomy and 
double salpingo-odphorectomy was performed. Dr. F. S. Bourke who 
examined the Fallopian tube reported as follows :— ‘‘A section of the 
peduncle attached to the large caseous mass, consists of a fibro-muscular 
structure resembling in arrangement the muscle wall of the Fallopian tube. 
There is no evidence of an epithelial lining. I am unable to say definitely 
that this is an amputated Fallopian tube, but it seems the most likely 
explanation for its occurrence in such a situation. Smears of the caseous 
matters were examined, but no tubercle bacilli were found. 

The PRESIDENT thought that this was an amputated Fallopian tube, as 
the lumen of the tube was filled with caseous material, 
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Dr. NINIAN FALKINER thought that this was a caseous gland, and said 
that as a rule the caseous mass was in the upper part of the Fallopian 
tube, and in this case it had been in the omentum, which he regarded as 
being rather against the condition being an amputated Fallopian tube. 


Professor Davipson replied. 


Dr. W. H. ASHMORE read a report on 


A CASE OF PUERPERAL SEPTICASMIA 
The PRESIDENT, Dr. BETHEL SOLOMONS, Dr. D. G. Mapu, Dr. A. W. 


SPAIN, Dr. NINIAN FALKINER and Professor A. H. DAvipson spoke, and 
Dr. ASHMORE replied. 





